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ITHIN the last few years, Selye 

(91, 92), Cuthbertson (21, 23, 24, 

25), and others have done much to 

focus the attention of not a few in- 
vestigators on the important problem of the pro- 
tein metabolic response to trauma. Some workers 
have approached this problem hoping to use its 
elucidation as a key to the workings of various 
endocrine problems, and others have hoped that 
some practical application to the treatment of 
various traumatic states might be found. The 
latter have been disappointed, the former have 
not. Through these efforts we are now on the 
threshold of uncovering many of the mechanisms 
involved. 

The importance of this problem has not been 
overemphasized. When one considers the part 
protein plays in edema formation, wound healing, 
gastrointestinal function, gastric and duodenal 
ulcers, epidermal ulcers, surgical, traumatic, and 
burn shock, resistance to infection, and liver 
damage as has been recently outlined by Kremen, 
one is impressed with the strategic nature of the 
subject under scrutiny. 

It is the writer’s purpose in this article, to re- 
view the field pertaining to the changes in protein 
metabolism incident to nonspecific damage, to 
discuss the possible etiology of such changes, and 
to bring in any other relevant material. In so 
doing it is hoped that some of the confusion sur- 
rounding this subject will be clarified. 

To avoid the confusion which might arise in the 
description of these metabolic changes, each trau- 
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matic situation will be reviewed separately. It is 
considered important by this worker that these 
separate entities be thought of as such until more 
definite evidence is discovered which allows them 
to be included in one syndrome. 

Fractures. Cuthbertson credited Wertheimer 
et al. with making the first studies on this phen- 
omenon. These workers found high urinary nitro- 
gen excretion levels following battle injuries and 
shock. Cuthbertson (21, 23, 24) was the first 
worker to make extensive studies on the protein 
metabolic response to fracture. He found that the 
urinary nonprotein nitrogen was increased after 
fracture, remaining elevated for periods up to 30 
days. Howard et al. (48, 50, 51) confirmed and 
extended Cuthbertson’s observations, demonstrat- 
ing that following osteotomy, patients excreted 
an increased amount of nitrogen in the urine, but 
the increase was not of the same magnitude or 
duration as that following traumatic fracture. In 
addition, fecal nitrogen levels were found to bear 
no constant relation to the stage of the reaction to 
fracture. Astoany correlation between the amount 
of trauma and the height of increase in urinary 
nonprotein nitrogen, there seems to be some con- 
fusion. In 1936, referring to patients, Cuthbert- 
son (23) stated that the loss of nitrogen in the 
urine varied with the amount of soft part injury 
incident to the fracture; but in 1942, referring to 
experimental studies in rats, he (24) stated that 
there was apparently no correlation between the 
amount of trauma and the amount of nitrogen lost. 

Partition studies of the nitrogen fractions of 
urine by Cuthbertson (23, 24) revealed that most 
of the increase was in urea and ammonia with a 
slight increase in the creatine fraction. Concom- 
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itantly, the excretion of sulfur, potassium, and 
phosphate was found to follow roughly the nitro- 
gen excretion. 

There is some disagreement in the literature re- 
garding the efficacy of high protein or high caloric 
diets, or of both, for establishing a positive nitro- 
gen balance after fracture. Cuthbertson (23) 
found that giving a large amount of protein (up 
to 33 gm. of nitrogen a day) and a moderate num- 
ber of calories (up to 2,400 calories a day) did not 
appreciably affect the negative balance as the 
extra nitrogen administered appeared in the urine. 
On other occasions he administered up to 4,100 
calories, but still the negative nitrogen balance 
persisted. Howard et al. (48, 50, 51) and Browne 
(9, 10, 11) are of the same opinion. Opposed to 
these views is Werner who cited a case of fractured 
femur with multiple soft part injuries. The 
patient’s course after fracture was marked by a 
positive nitrogen balance throughout on from 21 
to 53 gm. of nitrogen daily, administered orally 
and intravenously in the form of amino acids and 
amigens. This worker failed, however, to mention 
the patient’s previous dietary history which, as we 
shall point out later, is of vital importance. 

The urinary excretion of cortinlike substances 
and 17-ketosteroids has been studied by Browne 
et al. (8, 9, 10, 11, 12, 13). Unfortunately, their 
cases yield no definite information because some 
of them are complicated by intercurrent infection, 
isolated determinations, fluctuating intakes, mixed 
types of trauma, and other factors. However, the 
following generalities can be drawn from this work 
and that of Forbes e¢ al.: (1) after fractures and 
other types of trauma the urinary 17-ketosteroid 
output is raised for from 24 to 48 hours, then it 
falls below normal for a period approximating the 
“catabolic reaction”; and (2) the urinary excre- 
tion of the cortinlike substances appears to be in- 
creased for this same quite variable length of time. 
No definite inferences as to a correlation between 
the return to normal of these substances and the 
return to normal levels of the nitrogen excretion 
can be drawn. 

This metabolic response which has just been 
described can be reproduced in the rat. Cuthbert- 
son et al. (25) studied the urinary nonprotein nitro- 
gen, creatinine, creatine, sulfur, sodium, potas- 
sium, and phosphorus from adult rats after fracture 
of the femur at open operation. They found that 
the sodium and creatinine levels remained fairly 
constant, but those of nitrogen, sulfur, potas- 
sium, and phosphorus were increased. This re- 
sponse lasted 6 days with a peak on the third day. 
It is interesting to note that some of the animals 
were given extra carbohydrate in their diets, and 


it was the authors’ opinion that their nitrogen loss 
was not as great. 

Burns. Turning our attention now to the ef- 
fects of thermal injury, we find that this type of 
damage is followed by the same consequences as 
fracture, with one or two exceptions. Davidson 
was the first worker to notice that the total urinary 
nitrogen excretion was elevated after burns. 
Lucido followed the nitrogen excretion in a single 
case of 40 to 50.per cent third degree burn and 
found that the urinary nitrogen excretion re- 
mained elevated for approximately 30 days. 
Taylor et al. (g5) studied these chemical phenom- 
ena extensively in patients and found an increase 
in urinary nonprotein nitrogen for a period cor- 
responding to the severity of the burn, from 14 
to 21 days. Urinary nitrogen partition studies re- 
vealed a relative and absolute increase in the un- 
determined nitrogen fraction. These authors sur- 
mised that this fraction was made up of poly- 
peptide nitrogen as it yielded both amino and 
amide nitrogen. This undetermined nitrogen 
fraction remained elevated for as long as the study 
continued in the data presented. The patients on 
whom the urinary partition studies were made 
were severely burned, showing hemoglobinuria 
and suppression of urine formation. In fact, the 
total nitrogen in the urine of the patients whose 
data were presented ranged from normal to high 
normal. However, no data on the intake were 
given; therefore, the significance of the last state- 
ment is open to question. The remaining compo- 
nents of the total urinary nitrogen were normal with 
the exception of the presence of small amounts of 
creatine. Plasma nitrogen partitions were found to 
mirror those of the urine. Hirshfeld e¢ al. and 
Abbott e¢ ai. confirmed the work of Taylor et al. (95) 
in so far as the increase in total urinary nonpro- 
tein nitrogen was concerned. They, however, were 
unable to demonstrate any appreciable increase 
in the undetermined nitrogen fraction. On the 
other hand, Walker et al., studying urinary and 
plasma nitrogen partitions following severe burns, 
were able to confirm Taylor’s finding relative to 
the undetermined nitrogen. They also showed 
that the urinary creatinine contributed moderately 
and the creatine minimally to the rise in urinary 
nonprotein nitrogen. The uric acid fraction re- 
mained relatively constant. 

As in the case of fractures, there is not complete 
unanimity of opinion as to the constancy of the 
phenomenon under discussion. For Cope ef al. 
found, following burns, only a small negative 
nitrogen balance which “‘was easily correctible by 
increasing the protein and caloric intake.” Elec- 
trolyte studies also revealed a constantly positive 
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potassium and phosphate balance. These authors 
surmised that the discrepancy between their work 
and the studies of other workers was on the basis 
of the absence of infection in their series. It oc- 
curs to the writer that this difference might be 
explained by the extent of the burns. Cope’s 
patients were victims of the Cocoanut Grove fire 
and suffered mainly from inhalation burns. Ex- 
amination of the protocols reveals that the patients 
with extensive surface burns, as a rule, lost from 
20 to 30 gm. of nitrogen a day in the urine. The 
balance in these cases became positive only after 
10 or 12 days with nitrogen intakes of approxi- 
mately 20 gm. The writer has no explanation for 
the positive electrolyte balances. 

Urinary cortinlike substances and 17-ketoster- 
oids have been studied after burns as well as after 
fractures. Cope ef al. found the 17-ketosteroid 
excretion to be raised for from 3 to 7 days after 
burns, then subnormal until the end of convales- 
cence. Forbes ef al. confirmed these observations 
as did Brown e¢ al. (8, 9, 10, 11, 12, 13). The latter 
workers found the sequence of events in urinary 
cortinlike substance excretion the same after burns 
as after fractures. Usually, as pointed out after 
fracture, the urinary excretion level of this sub- 
stance returned to normal approximately with the 
nitrogen balance. However, these authors de- 
scribed some cases in which the cortinlike sub- 
stance remained elevated in the urine long after 
nitrogen equilibrium was attained under the diet- 
ary factors described. 

The important problem of nutrition as it relates 
to the urinary nitrogen excretion after burns has 
been investigated by Taylor et al. (96). He found 
that 3,000 calories and from 100 to 125 gm. of pro- 
tein per day were often necessary to correct the 
negative nitrogen balance in their burn patients. 
These findings were confirmed by Abbott e¢ al. 

Experimental burns have yielded much the 
same inforniation as have the clinical studies. 
Meyer ef al. (75), using dogs, found a negative 
nitrogen balance lasting 15 days after the burn on 
diets similar to those of the control period. They 
noted a rise in urinary nitrogen without change in 
the urinary nitrogen partition and without change 
in the total fecal nitrogen. These findings were 
generally substantiated by Clark e¢ al. in rabbits. 
However, in these animals the percentage of am- 
monia and creatinine remained constant but that 
of urea as well as of creatine was increased. No 
increase in undetermined nitrogen was found. 

Clark et al. studied the blood urea concentration 
after burns in rats and rabbits and found, as would 
be expected, that it was elevated. These observa- 
tions were confirmed and extended by Rosenthal 
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et al., who found that in the case of burns of 50 
per cent lethality, there was only a slight rise in 
the undetermined nitrogen fraction, comparable 
to the rise in the amino nitrogen fraction, which 
returned almost to normal levels in 12 to 16 hours 
after the burn. On the other hand, burns of 100 
per cent lethality caused markedly increased un- 
determined nitrogen values in the blood. The 
amino nitrogen levels were elevated, but to a 
minor degree. Both changes persisted until death 
after 12 to 16 hours. 

Other forms of trauma. The forms of trauma 
giving the metabolic response of greatest magni- 
tude are burns and fractures, but it is well recog- 
nized that operative procedures, soft part injuries 
(12), bedrest (27), infections (41), and other surgi- 
cal or medical conditions may under certain cir- 
cumstances produce much the same metabolic 
events as do burns and fractures. 

Brunschwig ef al. (14) and Brunschwig and Cor- 
bin (15) extensively studied postoperative nitro- 
gen excretion. During the immediate postopera- 
tive period the giving of intravenous nitrogen, in 
amounts which before operation would be suffi- 
cient to maintain a positive nitrogen balance, was 
found usually to result in a negative balance. 
These authors noted further that, as a rule, the 
patients who were subjected to the most extensive 
operative procedures showed the larger loss of 
nitrogen in the urine per unit of nitrogen intake. 

The work of Werner and of Mulholland et al. 
is not in agreement with the previous statements. 
The former worker presented the data on 8 cases 
and referred to 17 others, mostly intra-abdominal 
operations. Of 2 partial gastrectomy patients, on 
whom complete nitrogen excretion data were pre- 
sented, one showed a positive balance on nitrogen 
intakes which in the normal subject would just be 
sufficient to maintain nitrogen equilibrium. The 
other patient showed a negative balance with a 
high urinary nitrogen excretion. Werner con- 
cluded that with a sufficient intake of protein the 
nitrogen balance can be kept positive throughout 
the immediate postoperative period. It is the 
writer’s belief that this conclusion cannot be 
drawn from the inadequate evidence presented. 
Then, too, the lack of preoperative evaluation of 
the patient’s nutritional status is an important 
omission in the light of the observation of Browne 
et al. (11) regarding the failure of the catabolic 
response in debilitated individuals. The latter 
workers, Mulholland ef al., report the maintenance 
of a positive nitrogen balance after partial gas- 
trectomy with oral alimentation. Again, these 
patients were subjected to partial gastrectomy for 
peptic ulcer. In view of the fact that their nutri- 
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tional status was unknown, and considering the 
marked individuality in response to trauma, the 
significance of the 4 cases presented is in doubt. 
Weil and Browne and Venning et al. (98, 99) 
have shown that, as after burns and fractures, the 
excretion of cortinlike material in the urine is in- 
creased after surgical procedures. A peak is 
reached at the third to fifth day and following this 
the excretion gradually declines to normal values. 
According to Forbes ef al., the 17-ketosteroid out- 
put also follows the general pattern found in the 
previously described traumatic conditions. 


COMMENT 


Before comment is made on the concepts herein 
presented, the shortcomings of the present meth- 
ods of studying protein metabolism should be dis- 
cussed. Clinical investigations have been carried 
out with emphasis on the nitrogen balance, and 
by means of urinary partition studies, plasma 
nitrogen concentrations, electrolyte balance stud- 
ies, and hormone metabolic excretion levels. There- 
fore, it should be recognized that the knowledge 
gained thereby is of limited value, and interpre- 
tations as to the actual tissue nitrogen meta- 
bolism may be too deviously drawn. The fact 
that these same methods, with the emphasis dis- 
tributed in the same way, are relied upon quite 
extensively in the laboratory investigation of the 
phenomena in question forces one to accept the 
conclusions derived therefrom with the same qual- 
ifications. 

Largely through the efforts of Cuthbertson are 
we acquainted with the sequelae of major frac- 
tures. Cuthbertson has shown, in patients and 
experimental animals, an increase of urinary nitro- 
gen, sulfur, potassium, and phosphorus, the nitro- 
gen increase being due mainly to an increased urea 
fraction. Accompanying these changes, but with- 
out the establishment of a definite correlation, is 
an increase in the urinary excretion of cortinlike 
substance and a brief increase, followed by a rapid 
drop to subnormal, of the 17-ketosteroid urinary 
output. There appears to be some disagreement 
as to the efficacy of a large amount of protein, 
with or without a high calorie diet, in returning the 
nitrogen balance to positive; but there is definite 
agreement that after a major trauma such as 4 
severe burn, raising the nitrogen intake to ap- 
proximately 25 gm. daily, with a comparable 
caloric increase, does not alter the over-all balance 
to a significant degree. 

The metabolic results of thermal burns with a 
few exceptions are similar to those following frac- 
ture. In the experimental animal the response to 
burning is more marked and more prolonged than 


that to fracture. In the only electrolyte study 
after burn no negative balance was noted, and 
some of the investigators noted a brief rise of the 
undetermined nitrogen fraction in the urine and 
blood. After uncomplicated surgical procedures 
and other miscellaneous damaging stimuli, the 
over-all nitrogen balance is similar to that follow- 
ing burns and fractures, as is the urinary excretion 
of cortinlike substance and 17-ketosteroids. 

One of the more important factors controlling 
the metabolic changes after damage is obviously 
the extent of the damage. An equally important 
influence is the nutritional state of the individual 
at the time of the trauma. The debilitated indi- 
vidual has been noted by Browne et al. (12) to be 
much different in his response to trauma, burns, 
fractures, and surgical procedures from the nor- 
mal. These workers have failed to obtain rises in 
urinary nonprotein nitrogen following damage in 
these cases. This phenomenon has been noted in 
experimental animals on low protein diets by 
Munro and Cuthbertson, Cohen and Browne, 
and Madden and Clay. In addition to failing to 
show the increase in urinary nonprotein nitrogen. 
these individuals do not have an increased urinary 
cortinlike substance excretion in response to dam- 
age (9). 

The implications of these metabolic phenomena 
are far from clear. The prevailing opinion is that 
the reaction is concerned with the transport of 
proteins and minerals from elsewhere in the body 
to the wound or any other area in need of proto- 
plasmic building blocks. However, if this reac- 
tion is prolonged it leads to protein depletion with 
all its consequences. This opinion is based on a 
rather insecure foundation. Sanders and Garrison 
placed adult rats on a 1 per cent protein diet for 
from 10 to 13 days before producing an abdominal 
wound and beginning sodium ricinoleate adminis- 
tration intramuscularly. This agent is an irritant 
producing an increase in urinary nonprotein nitro- 
gen in normal rats and, theoretically, the reaction 
described for burns and fractures. These authors 
found that the experimental animals had wounds 
of higher tensile strength after the fifth postopera- 
tive day. They did not determine the urinary 
nonprotein nitrogen levels. It has been shown that 
a period of low protein feeding prevents the pro- 
tein metabolic response to damage; therefore, 
their results are invalidated. Ravdin et al. found 
that sodium xanthine and other irritants produc- 
ing the so-called “catabolic reaction” protected 
rats’ livers from injury by chloroform. They pos- 
tulated that the split protein products set free from 
tissue by the irritant protected the liver cells from 
the chloroform damage. 
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It has been suggested that the body initiated a 
generalized catabolism to provide the wounded 
area with some missing substance found in low 
concentrations in normal tissue. In other words, 
there existed a relative deficiency at the site of the 
damage. Accordingly, Croft and Peters supplied 
rats with added amounts of methionine in their 
diets after scalds and failed to find the usual in- 
crease in total urinary nitrogen. However, Meyer 
et al. (74), using dogs, and Chanutin and Lude- 
wig, using rats, have attempted to repeat these 
studies without success. 

A further important practical consideration con- 
cerns itself with the use of high protein diets fol- 
lowing burns and other trauma. If this additional 
nitrogen is excreted almost quantitatively in the 
urine, its value is open to question. Using the 
method of self-selection feeding in rats during in- 
fection and after burns, Holt and Kajdi have 
shown that the animals tended to avoid protein 
food while suffering from the depressing effects of 
the infection. With recovery they tended to eat 
a higher protein diet than normally. These work- 
ers also mentioned work with burns using this 
same method. Immediately after the burning the 
rats usually chose a high protein diet. 

This conflicting evidence is not particularly clar- 
ifying and until new methods are developed to 
study this enigma its solution will remain obscure. 
Until this time comes, it is the consensus that 
tested methods of clinical management should 
prevail. 


PATHOGENESIS 


Within the last several years the writings of 
Selye (91, 92) have provided much of the impetus 
behind the attempt at elucidation of these phe- 
nomena. He has combined and integrated much 
previous work and added some of his own to form- 
ulate a concept concerning a response to nonspe- 
cific trauma which he calls the ‘adaptation syn- 
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drome.” This syndrome concerns itself with the 
development of a resistance to various damaging 
stimuli and the various underlying chemical and 
structural alterations taking place. The protein 
metabolic response to damage is included by Selye 
in the adaptation syndrome as but a small part of 
it. It is largely through his influence that the 
eyes of investigators in this field have been focused 
on the endocrines in general and on the adrenal 
gland in particular, as playing a part in the etiol- 
ogy of the nitrogen metabolic response to trauma. 
However, before we examine the evidence con- 
cerning the role of the adrenal and other endocrine 
glands, it behooves us to deal with the nonendo- 
crine aspects of the problem. 
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Source of nitrogen. Cuthbertson et al. (25) won- 
dered at the source of the nitrogen lost after trau- 
ma. He studied the response in rats after fracture 
and found that the changes in weight of the quad- 
riceps of the injured limb did not account for the 
total loss in protein as represented by the exces- 
sive nitrogen excreted in the urine. To attempt to 
elucidate the problem further, he also studied the 
sulfur, phosphorus, and potassium balance in the 
same group of animals. He found that the ratio 
of excess sulfur and phosphorus to excess nitrogen 
in the urine was approximately that found in 
muscle tissue. It was his impression that the po- 
tassium to nitrogen ratio was higher than that of 
muscle tissue, which discrepancy he explained by 
postulating a change in cell permeability related to 
the healing process. He based this supposition on 
the work of Andressen and Tammarin, who found 
an increase of the potassium concentration in the 
tissue fluids of aseptic wounds. 

Further work has not particularly clarified the 
situation. Howard (47, 48, 49) studied potassium 
and nitrogen balances following abdominal opera- 
tions, hypophyseal procedures, fever from malar- 
ial inoculations, and fractures. He could not 
demonstrate a correlation between the potassium 
to nitrogen ratio in muscle and the ratio of excess 
potassium to excess nitrogen in the urine following 
these procedures. In 1943, Albright stated that 
the potassium, sulfur, and phosphorus to nitrogen 
urinary ratios approximated that of normal muscle 
tissue during the first and second half of fasting or 
following thyroxine administration. But in 1945 
Reifenstein e¢ al. found that the calculated potas- 
sium balance on the basis of the nitrogen balance 
did not agree with the actual balance after opera- 
tive trauma. They postulated this discrepancy to 
be due to an error in calculating the nitrogen to 
potassium ratio of muscle tissue or a difference in 
the nitrogen to potassium ratio of catabolized tis- 
sue as compared with anabolized tissue. 

The inference gathered from this work, although 
conflicting at times, seems to point to the general 
body protein stores as the source of the excess ni- 
trogen excreted following nonspecific damage. 

Influence of adrenal cortex. As stated previously, 
the work of Selye (92) has pointed to the endo- 
crine glands as playing an important part in the 
response to nonspecific trauma. This worker 
showed that in response to damage there was 
hypertrophy of the adrenal glands, atrophy of the 
thymus and lymph nodes, a set pattern of blood 
chemistry and electrolyte changes, and changes in 
the specific and nonspecific resistance to the trau- 
ma. These changes were not reproducible in the 
adrenalectomized or hypophysectomized animal. 
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These observations suggest a relationship on a 
pathogenetic basis of the protein metabolic re- 
sponse todamage to the foregoing observed changes. 

This concept is especially pertinent in the light 
of the influence of the adrenal gland on protein 
metabolism. Britton and Silvette were among the 
first workers to demonstrate metabolic abnor- 
malities following adrenalectomy, finding low 
blood and tissue carbohydrate levels after this 
procedure. Evans found that fasting, phlorhizin- 
ized, adrenalectomized rats without treatment ex- 
creted 25 per cent less nitrogen than did normal 
rats under similar conditions. This observation 
has since been confirmed by Harrison and Long 
without the use of phlorhizin. 

As a corollary to these findings, Long et al. (67) 
showed that adrenocortical extracts increased the 
glycogen content of the liver, the urinary sugar, 
and the glycogen of the body fluids with a con- 
comitant increase in urinary nitrogen either in 
normal or adrenalectomized animals. These same 
workers failed to increase the nitrogen excretion 
in the urine of partially pancreatectomized ani- 
mals on a 53 per cent protein and 11 per cent car- 
bohydrate diet with 10 c.c. of cortical extract or 
313 mgm. of corticosterone. Ingle (52, 54, 57) has 
investigated the results of 17-hydroxy 11-dehy- 
drocorticosterone, 17-hydroxycorticosterone, and 
corticosterone administration to rats. All of these 
compounds, if given in sufficient doses, were 
capable of inducing a glycosuria and an increase in 
nitrogen excretion. In the case of 17-hydroxy 11- 
dehydrocorticosterone, the increase in nitrogen ex- 
cretion did not appear to be sustained. 

In a review by Long (64) of the possible locus 
of action on protein metabolism of the cortical 
hormones, most of the evidence came from tissue 
slice studies. Among these was the demonstration 
by Jiminez-Diez of lower rates of deamination in 
the kidneys of adrenalectomized cats. Fraenkel- 
Conrat et al. (38) have noted a decreased liver 
arginase concentration in adrenalectomized rats 
which was restored to normal by corticosterone, 
11-dehydrocorticosterone, and 11-dehydro 17-hy- 
droxycorticosterone. These compounds were 
found also to increase the arginase content of 
livers in normal rats. The same workers (39) have 
demonstrated that hypophysectomy leads to a 
marked decrease in liver arginase, and that adren- 
ocorticotropic hormone reverses this change. 

This considerable amount of evidence implicates 
the adrenal cortex and its secretions as being par- 
tially responsible for the control of protein meta- 
bolism and the excretion level of urinary nonpro- 
tein nitrogen. This control remains to be proved, 
especially in the light of the following evidence: 


It was shown by Wells and Kendall (102) that 
phlorhizinized rats developed a lower urinary 
sugar output when adrenalectomized. However, 
these same rats were able to utilize fed casein to 
maintain a stable glucose urinary output after 
adrenalectomy. These workers suggested the pos- 
sibility of differential control of the metabolism of 
food and body proteins. Ingle and Oberle (55) 
found that force-fed and fasted, saline-treated, 
adrenalectomized rats excreted as much nitrogen 
in the urine as did-controls. They postulated that 
the rat has mechanisms regulating nitrogen bal- 
ance other than the adrenocortical hormones and 
that adjustment in the metabolism of proteins can 
occur without the adrenals. These results are not 
contradictory to those of Evans or Harrison and 
Long, as their animals were not allowed access to 
saline. 

Sayers and Sayers et al. (88) have shown that 
the rat’s adrenal cholesterol content is lowered 
and then rises in response to injection of the 
adrenotropic hormone of the anterior pituitary. 
The same response curve was noted after dam- 
age to the organism such as exposure to a cold 
environment. Exposure to low barometric pres- 
sures (63), the injection of B chlorethyl vesicants 
(69), and hemorrhage (go) were followed by the 
same response which was abolished by hypophy- 
sectomy. Furthermore, the same changes were 
found in the ascorbic acid content of the adrenal 
gland (70, 89, 90). Following hypophysectomy 
the total adrenal cholesterol is lowered, but not 
the concentration (Sayers ef al., 88). In all of 
these papers the lowering of adrenal cholesterol 
and ascorbic acid with subsequent increase was 
interpreted first as depletion of the original re- 
serves and subsequent increased formation by the 
hyperactive gland. Sayers and Sayers et al. (88) 
correlated these chemical studies with the histo- 
chemical appearance of the adrenal gland, sug- 
gesting that the ascorbic acid and cholesterol 
curves were compatible with the change in amount 
of lipoid-staining substances in the adrenal cortex. 

The recent development by Talbot e¢ al. of a 
colorimetric, quantitative test for the 11-oxycorti- 
costeroids has provided Hemphill and Reiss with 
a technique with which to measure the 11-oxy- 
corticosteroid level of the adrenal tissue and blood. 
These workers followed the adrenal and blood con- 
tent of these substances in rats after adrenocorti- 
cotropic hormone administration and after expo- 
sure to cold. After the injection of adrenocorti- 
cotropic hormone, they found a transient decrease 
followed by a steady increase in the adrenal con- 
tent and a steady increase without decrease in the 
blood. In the case of cold exposure the adrenal 
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content did not decrease but increased steadily 
for 72 hours. These results are compatible with 
those of the vitamin C, cholesterol, and histo- 
chemical studies previously mentioned. 

The control of the adrenal gland is, therefore, 
exercised by the anterior pituitary gland through 
its elaboration of the adrenocorticotropic prin- 
ciple. Ingle et al. (54) have produced an atrophy 
of the adrenal cortex by the continued adminis- 
tration of cortical extract. These same workers 
showed that the administration of adrenocorti- 
cotropic hormone prevented this same atrophy. 
Furthermore, the usual adrenal hypertrophy was 
not found following 12 hours of exercise as a stres- 
sing agent if cortical extract was given previous to 
the stress. Sayers and Sayers (87) have extended 
these observations, showing that pretreatment 
with corticosterone prevents the usual fall in 
adrenal ascorbic acid and cholesterol of rats ex- 
posed to cold or subjected to unilateral adrenal- 
ectomy. They postulate that exposure to stress 
increases the tissue utilization of cortical hormone, 
lowering its level in the blood which, in turn, 
brings about activation of the anterior lobe of the 
pituitary gland. 

Long and Fry (66) and Long (65) have re- 
cently presented evidence concerning the control 
of this system by epinephrine. These workers 
found that the intramuscular injection of this 
agent into rats caused a decrease in adrenal as- 
corbic acid in the normal but not in the hypo- 
physectomized animal. A just criticism of the 
assumption that epinephrine might play a part in 
the metabolic response to damage is the fact that 
this drug may be just another nonspecific agent. 
In answer to this criticism, Long (65) points out 
that recently it has been demonstrated that the 
administration of the drug increased the height of 
thyroid epithelium (82), increased the blood level 
of thyrotropic hormone in normal dogs (93), and, 
when applied to the anterior pituitary lobe of 
rabbits, it caused ovulation in a significant num- 
ber of animals (72). 

In the preceding papers we have seen the thesis 
developed that the adrenocortical hormones are 
intimately concerned with nitrogen metabolism, 
and that the administration of these hormones in 
excessive amounts can cause an increase in urinary 
nonprotein nitrogen. Evidence has been cited 
showing that certain changes take place in the 
adrenal cortex following the exposure of the organ- 
ism to a damaging situation, and the mechanisms 
involved in controlling these changes have been 
reviewed. 

Recently, however, there has been published 
some evidence which tends to make the foregoing 
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speculations rather insecure. Toby and Noble and 
Ingle ef al. (58) studied the response to limb 
clamping and fractures in adrenalectomized rats. 
These animals failed to show the expected rise in 
urinary nonprotein nitrogen following trauma, but 
if they were given a constant dose of cortical ex- 
tract, which in itself failed to increase nitrogen 
excretion, the rise in urinary nonprotein nitrogen 
occurred. The adrenal glands, therefore, seem to 
be necessary for the mechanism to function, but 
it can go on without an increased secretion from 
them because, in the animals whose adrenals were 
replaced by a constant parenteral dose of cortical 
extract, trauma was attended by the usual conse- 
quences in nitrogen excretion. 

Role of the thyroid gland. The action of the secre- 
tions of the thyroid on the urinary nitrogen excre- 
tion are familiar; namely, an increase in nitrogen 
excretion follows the administration of thyroxine. 
Wells and Kendall (103), from studies on phlor- 
hizinized and adrenalectomized-thyroidectomized 
rats, were under the impression that the adrenal 
cortex and thyroid acted synergistically in their 
control of nitrogen excretion. The pioneer studies 
of Dougherty and White (28) have been most in- 
formative. These workers demonstrated that 
adrenocorticotropic hormone, when injected into 
mice, caused a regression of lymphoid tissue. 
Since then, they (29, 30) have demonstrated the 
control of circulating lymphocytes and antibody 
titer exhibited by the adrenal cortex and the 
corticotropic hormone of the anterior pituitary. 
Recently they (106) have added greatly to our 
knowledge of the control of nitrogen metabol- 
ism by experiments on fasted mice. In these 
animals they showed that the adrenal cortex 
seemed to control the rate of lyrnphoid nitrogen 
depletion and the thyroid, the rate of carcass 
nitrogen depletion. These conclusions were 
reached on the basis of the following observations: 
adrenalectomized mice lost no lymphoid nitrogen 
when starved for 48 hours, and cortical steroid 
administration to these animals increased the loss 
above that in intact animals; thyroidectomized 
mice which had fasted for 48 hours showed no 
loss of carcass nitrogen; and adrenalectomized and 
thyroidectomized mice did not show a loss of 
lymphoid or carcass nitrogen on fasting for 48 
hours. To show that the secretions of these two 
glands seemed to regulate the ebb and flow of pro- 
tein between various body systems, the following 
evidence was offered: in adrenalectomized, fasted 
mice there was an actual increase in lymphoid 
nitrogen; in thyroidectomized fasted mice, there 
was a larger decrease in lymphoid nitrogen than 
in the intact fasted mice. Apparently the secre- 
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tions of the thyroid gland tend to promote the 
movement of carcass nitrogen to the lymphoid 
structures. Furthermore, these workers offered 
evidence which tended to support the opinion of 
Wells and Kendall (103) that the adrenal cortex 
and the thyroid act synergistically in the control 
of protein metabolism. Noting that the adrenal- 
ectomized, fasted, steroid-treated mice lost more 
carcass nitrogen than did the adrenalectomized, 
fasted mice, they suggested that the adrenocorti- 
cal hormones might augment the thyroid in its 
control of carcass nitrogen. It might also be noted 
at this point that the difference of the means of 
these two groups of animals was equal to between 
2 and 3 times the standard error of the difference 
and so is of questionable significance. In addition, 
when it is noted that the adrenalectomized, fasted 
animals did not lose as much carcass nitrogen as 
the intact, fasted animals (difference of means 
slightly less than 3 times standard error of differ- 
ences), these observations become more important. 

The significance of these observations is at once 
evident, the only question being that of the ap- 
plication of findings in a fasting mouse to the 
phenomenon of increased nitrogen excretion fol- 
lowing trauma in the rat and human being. Per- 
haps the necessity of the presence of the adreno- 
cortical hormones for the protein metabolic re- 
sponse to fracture (58), limb clamping (97), and 
for the diabetogenic activity of stilbestrol (53) is 
based on the potentiation of the thyroid gland in 
its control of carcass nitrogen. In any case, these 
concepts await their application to the deranged 
protein metabolism following damage. 

Basal metabolic rates have been measured by 
Cuthbertson (22) in patients after fractures which 
produced increases in urinary nitrogen excretion. 
These studies do not clarify the situation, how- 
ever, aS examination of the author’s data reveals 
no marked change in oxygen consumption when 
the nitrogen excretion returns to normal, nor any 
high rates of oxygen usage in cases uncomplicated 
by fever. The possibility exists that the actions 
of thyroxine on protein metabolism and on oxygen 
consumption are dissociated. It is of interest to 
note that Dunlop found dinitrophenol to increase 
the basal metabolic rate but not the nitrogen ex- 
cretion in the urine. 

Other possible influences. It is also interesting to 
speculate on the role played by other possible in- 
fluences on the protein metabolic response to 
trauma. Of particular importance is the effect of 
shock per se on protein metabolism. Wilhelmi 
(107) has recently outlined the subject most thor- 
oughly. Kline (59,60) demonstrated that a sus- 
tained increase in the output of amino acids from 


the muscles and an increase in the uptake of amino 
acids by the liver occurred in the dog after non- 
fatal hemorrhage. Furthermore, Engel and Engel 
(32) found that there was a high rate of urea accu- 
mulation in the blood for 3 hours following par- 
enteral aminoacid infusion in the nephrectomized 
rat which had been subjected to a nonfatal hemor- 
rhage. In nephrectomized controls the urea 
blood levels were high only for the first hour. The 
fact that the livers of these animals were able to 
form urea from the excessive amino acid nitrogen 
offered is supported by the evidence of Russel e¢ al. 
and Wilhelmi e¢ al. (108). They found the rates of 
oxygen uptake, deamination, and urea synthesis 
by liver slices, and the concentrations of ammonia, 
amide, and amino nitrogen in liver tissue were 
nearly normal in the rat after nonfatal hemorrhage. 

These same workers, however, have shown that 
the liver shows some impairment of deamination 
and urea synthesis in the more severe hemorrhages. 
Furthermore, Engel e¢ al. (33) have shown that 
hepatic anoxia due to arrest of the circulation in 
vivo leads to progressive failure of the liver to re- 
move amino acids from the blood. If the period of 
anoxia was longer than 40 minutes, the 2 hour re- 
covery period, during which the circulation was 
re-established, led to only partial return of normal 
function. The explanation of these phenomena 
may be based partly on the observations of Greig 
and Alexander who found destruction of cocarbox- 
ylase, cozymase, and alloxazine adenine denucleo- 
tide, and inactivation of the protein moieties of 
amino acid oxidase and lactic dehydrogenase fol- 
lowing severe hemorrhage. 

Harkins and Long found a marked increase in 
plasma amino nitrogen following a severe burn in 
the rat. There was a concomitant increase in the 
whole blood ammonia nitrogen without change in 
liver ammonia nitrogen, or liver amide nitrogen, 
and without impairment of the oxygen uptake of 
liver slices. The question is still open, therefore, 
as to the part played by these mechanisms in hu- 
man burns, with or without shock. In any case, 
hepatic anoxia might possibly explain the high un- 
determined nitrogen excretion levels in the burn 
patients of Taylor et al. (95). Perhaps the unde- 
termined nitrogen represented some cellular pro- 
tein breakdown product which was excreted in the 
urine because it was unable to be deaminated and 
converted to urea by the damaged liver. 

The role of various proteolytic enzymes in hu- 
man burns is also open to question. Beloff and 
Peters have demonstrated a decrease in a skin pro- 
teinase following burns. Zamecnik ef al. have 
found an increase in peptidase activity of serum 
and lymph coming from a burned area in the dog. 
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Leach et al. have called attention to the zone of 
damaged cells surrounding the severely burned 
area as a possible site of origin of toxins which, in 
view of the preceding work, might be interpreted 
to include proteolytic enzymes. Any further state- 
ment as to the application of these findings is, of 
course, hazardous. However, it might be perti- 
nent to the discussion to mention that the presence 
of a proteolytic enzyme liberated from the burned 
area, and the effects of burn shock on liver metab- 
olism might be added to the effects of the endo- 
crine imbalance and explain the difference noted 
between the response to burns and to other dam- 
aging stimuli. 

The reaction of debility. The clinical observa- 
tions of Browne et al. (12) that the debilitated pa- 
tient fails to show an increase in urinary nitrogen 
following fracture and also does not exhibit the 
increase in urinary cortinlike substances is of in- 
terest, but is unexplained by any of the foregoing 
considerations. Neufeld et al. studied blood non- 
protein nitrogen following nonspecific trauma as 
applied in a revolving drum. Rats previously ex- 
posed to this trauma, and which appeared to be 
resistant to its effects in terms of mortality, failed 
to show the rise found in the untreated animals. 
This finding is in accord with those of Selye (g2) 
as to the nonspecific resistance of animals ex- 
hibited in the “‘stage of resistance”’ of his “adapta- 
tion syndrome.” It might perhaps be thought 
that the failure of debilitated patients to show the 
catabolic reaction might be explained on the basis 
of this acquired resistance to long-continued non- 
specific trauma. 

Of interest to this discussion also are the effects 
of various diets on the experimental animal’s re- 
sponse to trauma. Munro and Cuthbertson ob- 
served that after feeding a protein-free diet to rats 
until steady nitrogen excretion levels were reached, 
fracture was not attended by the usual rise in 
urinary nitrogen. This finding was interpreted by 
them to mean that “the excessive output of nitro- 
gen which follows injury arises from storage pro- 
tein and not from essential tissue substance.” 
Cohen and Browne repeated these observations 
but found that, although fracture was unattended 
by a rise in nitrogen excretion, lowering of the 
caloric intake was followed by a prompt increase. 
They therefore concluded that “failure to respond 
to the fracture was not due to exhaustion of the 
supply of readily available protein.” These 
workers then administered 1 c.c. of adrenocortical 
extract five times a day to these animals on the 
low protein diet and again no rise in urinary nitro- 
gen occurred. This last finding is, of course, of 
extreme importance in view of the work of Ingle 
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(58) and Toby and Noble, who found that the 
giving of constant amounts of adrenocortical ex- 
tract to adrenalectomized animals allowed a rise 
in urinary nitrogen following fracture. One might 
infer from these experiments that the effect of the 
alteration of the diet was not on the adrenal per se 
but rather on the substrate of the adrenal hor- 
mones, or the other factor or factors influencing 
the protein metabolic response to damage, or both. 

The work of Mulinos et al. (77,78) is also of im- 
portance. These workers found adrenal weight 
loss and decreased adrenal vitamin C concentra- 
tions in rats chronically underfed. As this adrenal 
weight loss was larger on a percentage basis than 
the loss in body weight, and because the histologic 
picture of the adrenal cortex was similar to that 
following hypophysectomy, they postulated that 
chronic underfeeding produced a pseudohypophy- 
sectomy. It is not unreasonable to think that the 
pseudohypophysectomy, if produced, might alter 
the functions of other endocrine glands, namely, 
the thyroid. This mechanism could conceivably 
be the basis for the peculiar reaction to trauma of 
the debilitated individual. 


COMMENT 


Further investigations dealing with the differ- 
entiation of the response following fracture from 
that following burns would be profitable. Electro- 
lyte balance studies after burns in the experimen- 
tal animal in an attempt to confirm Cope’s clinical 
observations, and total urinary nitrogen studies 
following burns in the adrenalectomized animal 
would be of interest. The elucidation of the rela- 
tive parts played by the thyroid and adrenal 
glands in response to trauma would be of great 
aid. The suggestion by White and Dougherty 
that the thyroid might serve to “funnel” protein 
from the general body tissues to the lymphoid 
structures, which are then broken down and yield 
an increased nitrogen excretion in the urine, is of 
fundamental importance. As it is well known that 
lymphoid tissue is high in uric acid, the following 
points are quite pertinent. Babad, using adreno- 
cortical extract in rats, and Forsham et al. (36), 
using 11-dehydrocorticosterone acetate in pa- 
tients, found that the excretion of uric acid was 
more consistently raised in the urine than was the 
total nitrogen. Forsham ef al. (37) found this to 
be true also following adrenocorticotropic hor- 
mone administration. In spite of the fact that the 
rare uric acid excretion studies after trauma (24, 
95, 100) do not show this fraction of the total ni- 
trogen to be particularly increased relative to the 
others, this concept is indeed an attractive one 
and bears further scrutiny. 
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The significance of the changes in 17-ketoste- 
roid output in the urine after trauma is far from 
clear. Mason et al. and Forsham and Thorn e¢ al. 
(37) have recently reported increased excretion of 
both 17-ketosteroids and 11-oxysteroids in the 
urine following the administration of purified an- 
terior pituitary corticotropic hormone to man. 
Whereas, following trauma, when the corticotro- 
pin secretion of the anterior pituitary hormone is 
thought to be increased, the 17-ketosteroid output 
falls as the 11-oxysteroid output rises. 

These are just a few of the defects in our com- 
plete understanding of this subject. Perhaps with 
their elucidation, this complex group of events 
which in toto make up the protein metabolic re- 
sponse to trauma will be better correlated. Then 
too, with the recent advent of the laboratory use 
of isotopes, perhaps new and important informa- 
tion regarding the internal machinery of the body 
following damage will become available. This in- 
formation would be a preferable basis for assump- 
tions concerning this phenomenon than are bal- 
ance studies. 


SUMMARY 


Following fractures, burns, operations, and 
other types of trauma there occurs an increased ex- 
cretion of urinary nonprotein nitrogen. In the 
majority of the clinical studies after burns, the in- 
crease is found in the undetermined nitrogen frac- 
tion, whereas after experimental fractures, the 
urea-ammonia fraction accounts for most of the 
increase. Associated with this phenomenon is an 
increased urinary excretion of adrenal corticoste- 
roid substances and a decreased excretion of the 
17-ketosteroids. 

The assumption that the source of this nitrogen 
is general body tissue is supported by the observa- 
tions that the weight lost by a fractured limb of a 
rat does not account for the excessive nitrogen ex- 
creted in the urine, and that following fractures 
there occurs an increased excretion of the intra- 
cellular electrolytes. 

The various explanations of these phenomena 
are centered around a hypophyseal-adrenocorti- 
cal-thyroid mechanism. It is suggested by studies 
in adrenalectomized rats that the adrenal glands 
are necessary for the response following fracture 
but that this response can go on without an in- 
creased secretion from these glands. Determina- 
tions of carcass and lymphoid nitrogen of fasting 
mice suggest that the secretions of the thyroid are 
important in conjunction with those of the adre- 
nal cortex in controlling nitrogen depletion. 
Whether this mechanism operates following 
trauma in human beings is at present unproved. 
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Mandibular Bone Grafts. W. B. Macomser, R.A. 
SHEPARD, and V. E. Crorut. Plast. Reconstr. Surg., 
1948, 3: 570. 

The authors present the results of their experience 
with mandibular bone grafts in a plastic center to 
which men with facial injuries were assigned. A 
large number of battle casualties with injuries to the 
mandible were admitted. Several types of bone 
grafts were used, and the successes and failures in 
some 92 cases are recorded. 

Tribute is paid to the maxillofacial teams which 
operated in evacuation, field, and general-hospitals in 
overseas theaters. 

The concepts of minimal débridement, adequate 
early repair of facial wounds, and adequate immobili- 
zation and maintenance of normal occlusal relation- 
ships were invaluable in the long range care of these 
patients. 

An average period of 2 months had elapsed be- 
tween the time of injury and admission of the pa- 
tient to the center, and, in practically all cases, 
localized bone and soft tissue infection was present, 
with extraoral or intraoral drainage, or both. 

Early definitive care consisted of (1) adequate oral 
hygiene, (2) control of infection with penicillin and 
sulfadiazine, (3) incision for drainage and conserva- 
tive sequestrectomies, (4) conservative but ade- 
quate treatment of fractured and infected teeth, (5) 
adequate splinting and immobilization of the jaws, 
(6) trismus therapy, and (7) high caloric and vitamin 
therapy. 

Late definitive treatment consisted of (1) re- 
placement of lost soft tissue, and (2) restoration of 
continuity of the mandible. An average period of 
94 months elapsed between admission of the patient 
and bone grafting, and a minimum of 3 months’ free- 
dom from infection and drainage was insisted upon 
before proceeding with the operation. In soft tissue 
replacements, 2 months were allowed for stabilization 
of local circulation. 


CHART I.—TYPES OF GRAFTS USED 





Average 
time for 
clinical 
union 


Interval 
between 
injury 
and graft 


Failure 
of union 


Number 


Type of graft ea 





weeks 
10.3 


. months 
Osteoperiosteal i 8.7 





Iliac crest 1.0 
Rib : 9-3 
Tibial block 


Total 


12.0 





IL.5 





100 12 
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Evaluation of tibial, rib, and iliac grafts. Osteo- 
periosteal grafts were obtained from the tibia, and 
used for minimal defects of 0.5 cm. or less. They were 
used as primary grafts and also as “feeder” grafts in 
cases in which there had been failure of union or 
resorption of a previously placed rib or iliac graft. 
Infection caused failure of one primary graft, and the 
“feeder” graft failed to produce union in 3 cases. 

Combination grafts of a block of cortical bone from 
the tibia, overlaid with an osteoperiosteal graft, 
were used in defects of moderate size not involving 
the symphysis or the angle. Nine such grafts were 
used, with but one failure. 

Rib or iliac crest grafts were used for all large bony 
defects of the mandible, the choice of graft being a 
relatively personal preference. Of 25 rib grafts, 4 
failed to produce union because of resorption of a 
part of the graft with replacement by fibrous tissue. 

Grafts from the ilium provide a good source of 
cancellous bone for replacement of mandibular de- 
fects. In 22 cases, only 5 failed to provide union. 

Operative technique. Nasotracheal anesthesia was 
used routinely. Adequate exposure of operative sites, 
designed to fully expose the defect and the proximal 
and distal fragments, was considered essential. 

Superficial scar tissue was mobilized; scar tissue 
over the bone fragments or in the defect was com- 
pletely excised. Special attention was given to the 
preparation of the proximal and distal ends of the 
bone. The development of active bleeding of bone 
ends over as large a surface as possible is emphasized. 
The bone ends were bevelled, or mortised joints were 
used. Tantalum wire was used for fixation. The 
control of bleeding by the ligation of vessels was con- 
sidered essential, and prevented the occurrence of 
postoperative hematomas. Care was taken to avoid 
oral communication, and wound closure was ac- 
complished by the use of subcutaneous and cuta- 
neous sutures of 5.0 and 3.0 catgut. Occasionally 
24 hour superficial drains were used, and pressure 
dressings were applied routinely. 

Postoperative care is emphasized. The authors 
believe that constant observation is necessary for 24 
to 48 hours, and aspiration to clear mucous secre- 
tions. Nurses trained in the postoperative care of 
these patients are a boon. 

Penicillin and sulfadiazine are administered rou- 
tinely for one week, and a high caloric diet is started 
as soon as it can be tolerated. The first dressing is 
done on the fourth or fifth postoperative day. 

Following satisfactory completion of the bone 
graft, the development of sulci in the oral vestibule 
may be necessary to facilitate the construction of 
dentures. This procedure was accomplished by means 
of Z plastics or skin grafts over stent molds. 
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CHART II.—ANALYSIS OF Sanaa 








Time 
for clin- 
ical 
union 


Type of 
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graft 


Type of 
original 
graft 


Reason for 


failute Comments 





Rib Osteoperi- — 


osteal 


Resorption Residual bony defect 

and decal- too extensive for 

cification osteoperiosteal 

of graft gut Iliac graft 
nally used suc- 

cessfully to produce 

union 





Tibial block 
and osteo- 
periosteal 


Resorption None 
and decal- 
cification 
of distal 
end of 
graft 
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and decal- 
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of graft 


Residual bony defect 
too extensive for 
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graft. Iliac graft 
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osteal 


Resorption Residual bony defect 

and decal- too extensive for 
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of graft . Iliac graft 
nally used suc- 

cessfully to pro- 

duce union 





Inadequate None 
immobili- 
zation of 

roximal 
ragment 


Osteoperi- 
osteal 





Failure of union at 
distal end of second 
graft, probably due 
to inadequate cir- 
culation, since 
graft was placed 
under skin and sub- 
cutaneous tissue 
obtained from neck- 
chest tubed pedicle. 
Osteoperiosteal 
feeder graft finally 
produced good 
union 


Infection 





Inadequate 
immobili- 
zation of 

roximal 
ragment 


Osteoperi- 


Original iliac graft 
osteal i 


extended from right 
to left ramus 





Failure of None 
union at 
distal end 
of graft, 
cause un- 
known 


Osteoperi- 
osteal 


7 weeks 





Infection; 
probably 
due to 
Kirschner 
wire used 
to stabilize 
symphysis 


Osteoperi- 
osteal 


Both the original 
graft and the osteo- 
periosteal “feeder” 
were bilateral to 
replace a major 
loss of the body 





Unknown lliac Bilateral graft 


Tibial 
block 





Osteo- 
peri- 
osteal 


Patient transferred 
to another plastic 
center before sec- 
ondary graft could 
be done 


Infection None 
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Defects of facial contour were corrected by the use 
of dermal-fascial-fat grafts obtained from the ab- 
domen, or by cartilage implants. 

The authors conclude that the important factors 
effecting bony union are: (1) complete absence of 
residual infection; (2) adequate splinting; (3) ade- 
quate preoperative and postoperative care; and (4) 
a meticulous surgical technique. 

FREDERICK W. MERRIFIELD, 


M.D., D.DS. 


EYE 


Ectropion Corrected by Bridge-Pedicle Graft. 
H. B. Stattarp. Brit. J. Plast., Surg., 1948, 1: 77. 


The author presents the report of a case of severe 
ectropion of both lower lids with the everted palpe- 
bral conjunctiva hypertrophied and infiltrated with 
plasma cells in the subconjunctival connective tissue. 
The eversion and inflammation of the lower lids had 
been present for 8 years. Excision of a wedge-shaped 
piece of the tarsal plate and overlying palpebral con- 
junctiva had been performed on the ectropion of the 
right lower lid 3 years previously, with complete 
failure to correct the deformity. The operative pro- 
cedure employed by the author in this case is de- 
scribed. 

1. The everted conjunctiva was excised after inci- 
sion at the junction of healthy and diseased conjunc- 
tiva along a line above and parallel to the lower for- 
nix carried around the medial and lateral canthi and 
along the posterior line of the lid margin. The exci- 
sion was carried down to the tarsal plate and sub- 
conjunctival tissue was removed with the conjunc- 
tiva. 

2. The remaining palpebral conjunctiva was en- 
tirely undermined. 

3. An incision was made in the lower lid parallel to 
its margin, at a distance of 4 mm., extending from a 
point medial to the inner canthus to one beyond the 
outer canthus, the points being at the medial and 
lateral bases of the upper lid bridge pedicle. The inci- 
sion was undermined 2 mm. upwards and 3 mm. down- 
wards. The healthy conjunctival margin was sutured 
to the lid margin with horizontal mattress sutures of 
on o black silk, knots being placed on the skin sur- 

ace. 

4. A paramedian tarsorrhaphy was performed with 
No. 1 white silk vertical mattress sutures passed 
through squares of oil silk. 

5. A bridge pedicle from the upper eyelid, wide 
enough to fill the raw area in the lower lid, was 
swung forward and then downward and sutured in 
place. The bridge pedicle supplied extra skin for the 
shortened lower lid and a sling for holding it in its 
correct position. 

6. The incision in the upper lid was undermined and 
sutured. The tarsorrhaphy was left for 3 months and 
then divided. 

A photograph which was taken 9 months after 
operation on both lower lids shows a satisfactory 
functional and cosmetic result. 

EvuGENE L. DertaAck1, M.D. 
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Atrophia Gyrata Choroideae et Retinae. JoHAN 
SAEB¢. Brit. J. Ophth., 1948, 32: 824. 

An analysis of the 50 previously reported cases of 
choroideremia and gyrate atrophy reveals no essen- 
tial difference between them, and Saeb¢ concludes 
they are the same entity. He presents a thorough 
study of 4 additional cases in brothers ranging in age 
from 27 to 46 years, who came from a family of 9 
children. Evidence of consanguinity was absent, nor 
was the condition present in a descendant nor in 
three generations of ascendants. The mother, aged 
70, had normal eyes except for white atrophic halos 
around the optic discs. 

The fundus picture in the 4 brothers was strikingly 
uniform and symmetrical in both eyes, the only vari- 
ation being due to the progress of the disease. The 
optic discs and retinal vessels were unaffected. The 
macular region was represented by a reddish island, 
which was surrounded by glistening white atrophy. 
Within this island were scattered pigment dots, most 
densely set within the macula proper. With age this 
area became reduced until merely a grayish-brown 
patch remained, the zone of atrophy widened, and 
the choroidal vessels going from macula to periphery 
decreased both in number and caliber. The pigment 
disappeared from the atrophic zone, being deposited 
along the borders. In all these cases, there was a 
fairly normal chorioretinal rim, the crystalline lenses 
were clear, and a typical annular scotoma was seen. 

The symptoms are first night blindness, present 
from early youth; inconvenience later from the re- 
duced field of vision; and eventually a lessening of 
central acuity which may be reduced to light per- 
ception at the age of 40. The color sense remains 
normal. Myopia has been found in three-quarters of 
all cases reported. 

This familial condition indicates a recessive mode 
of heredity. James E. LEBEnsonN, M.D. 


The Prognosis of Sarcoma of the Choroid. J. Bruce 
Hamitton. UN. Zealand M.J., 1948, p. 28, Supp. 


Hamilton reports 11 cases of choroidal sarcoma 
from his personal practice in Southern Tasmania, 
which have been watched for 10 years or more. He 
agrees with Martin Jones that malignant cells in the 
venous outlets from the globe do not necessarily 
denote a bad prognosis. Of his 7 patients with ex- 
tensions into the sclera, 4 are still alive. 

He hazards the opinion that in early excision the 
growth may be less encapsulated than somewhat la- 
ter, since von Hippel found that excision in the pre- 
glaucomatous stage resulted in a mortality of 28 per 
cent, while excision in the glaucomatous stage pro- 
duced a mortality of 19 per cent. 

James E. LEBENsogN, M.D. 


EAR 


Otosclerosis in Childhood. Wr1am McKenzie. 
J. Lar. Otol., Lond., 1948, 62: 661. 


The author reports the results of fenestration per- 
formed in 3 cases of otosclerosis in which the history 


of hearing impairment began in childhood. In his 
preliminary discussion he states that at the Deafness 
Clinic of the Middlesex Hospital, 8 patients of a total 
of 300 suffering from otosclerosis gave a history of 
deafness before the age of 15 years... 

In the experience of the author, the diagnosis of 
deafness in children is difficult because the child does 
not complain of deafness; he cannot remember hear- 
ing well and so has no standard for comparison; the 
parents usually complain of disobedience and inat- 
tention in the child rather than deafness. However, 
he believes that the history depends on the accuracy 
of the parents’ observation. 

Cardinal points of diagnosis of otosclerosis in 
childhood are a family history and a noticeable deaf- 
ness for some years, becoming deafer without ear- 
ache or otorrhea, in contrast to a history of repeated 
deafness with colds and the absence of a profound 
deafness in the presence of infected adenoids. The 
majority of cases of perceptive deafness can be ruled 
out by the presence of normal speech and by the fact 
that perceptive deafness in children does not increase 
steadily. 

In the realm of objective testing, the tests with 
tuning forks, yielding a negative Rinne for 256 and 
512 cycles with a profound loss of hearing, suggest 
otosclerosis. Another test used is the valve ampli- 
fier, and if a deaf child speaks normally and can un- 
derstand speech with a valve amplifier the diagnosis 
is conductive deafness. According to the author, the 
air conduction audiogram shows a characteristic 
curve corresponding to that which may be expected 
in young people with otosclerosis. 

The author believes, however, that the diagnosis 
of otosclerosis is so difficult in a child that the dis- 
tinction from middle ear deafness due to adenoids 
may be impossible. In all his cases the postnasal 
space was examined and adenoids were removed in 
the course of investigation. 

As to making the difficult decision about fenestra- 
tion, the author states that it must be made by the 
parents and the otologist, and the author’s advice in 
each case was for operation. 

Case 1 was that of a child 11 years of age who had 
a 2 year history of deafness which was not improved 
by tonsillectomy and adenoidectomy and subsequent 
inflation of the eustachian tubes. In the speech fre- 
quencies the hearing in the right ear was 35 decibels 
and in the left ear, 52 decibels. At fenestration on 
the left ear the stapes was found to be fixed. Three 
months after operation the speech level in the left 
ear was 20 decibels, a gain of 32 decibels. 

Case 2 was also one of a girl 11 years of age with 
the complaint of deafness since the age of 7 years, 
and a history of otorrhea in both ears 6 months be- 
fore examination, lasting 2 weeks. There had been 
no improvement following tonsillectomy and ade- 
noidectomy elsewhere, 2 months previously. The 
hearing levels in the speech frequencies were 42 
decibels in the right ear and 48 decibels in the left 
ear. The stapes was fixed at fenestration on the left 
ear. The postoperative audiogram at 1 month 
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showed a speech level of 33 decibels, a gain of 15 
decibels. 

Case 3 was a patient 22 years of age who was first 
seen because of deafness of 1 year’s duration at the 
age of 12 years. Removal of adenoid remnants, fol- 
lowed by eustachian tube inflation, had produced 
no improvement. The preoperative audiogram 
showed a speech level of 27 decibels in the left ear 
and 4o decibels in the right ear. A fenestration op- 
eration was performed on the right ear and the stapes 
was found to be fixed. The postoperative audiogram 
at 8 months showed a speech level of 23 decibels, a 
gain of 17 decibels. 

In conclusion, the author states that fenestration 
has improved the hearing in each case although it is 
too early to say whether this improvement is per- 
manent. EvuGEneE L. Dertack!, M.D. 


NOSE AND SINUSES 


Columella Reconstruction. Mortimer H. SHaw and 
STEPHEN R. Fety. Brit. J. Plast. Surg., 1948, 1: 111. 


The authors present a report of the plastic recon- 
struction effected in a case of nasal deformity result- 
ing from syphilis. The deformity was an extensive 
one in a man, aged 32 years, who had received a full 
course of specific treatment in 1940. The following 
destructive changes had occurred in the nose: (1) the 
columella was represented by a thin bridge of scar 
tissue; (2) the tip of the nose to the right of the mid- 
line was drawn backwards into a deep cleft and was 
adherent to the remains of the nasal septum; (3) the 
cartilaginous septum had been almost entirely de- 
stroyed, with a resultant large perforation; (4) the 
lining of the vestibule of the nose and alae was 
scarred and the mucous lining of the nose was de- 
stroyed and replaced by scar tissue. 

The reconstructive surgery was carried out in 
stages, as follows: 

Stage 1. Through an oronasal opening made in the 
upper buccal sulcus the whole skin covering of the 
nose was freed from the septal remains and from the 
pyriform opening. The resulting raw surface was 
grafted by a thin dermatome graft from the arm ona 
stent mold which overdistended the cavity. This 
was replaced by an acrylic mold at the tenth day 
dressing. 

Stage 2. Twenty-three days later, under brachial 
plexus block, a tubed pedicle 4.5 cm. by 3 cm. was 
raised on the dorsal aspect of the left hand over the 
cleft between metacarpals to the thumb and index 
finger, and the defect in the hand was filled by a 
Thiersch graft. 

Stage 3. Thirty-five days later, under local anes- 
thesia, the columellar remnant was excised and the 
proximal end of the tubed pedicle from the hand was 
implanted under the nasal tip. The hand was main- 
tained in position by “handle-bar” attachment be- 
tween a plaster of paris headcap and a plaster cuff on 
the left wrist. The nose was supported by an acrylic 
“plumper” on two curved bars attached to an 
upper dental cap splint with a central locking plate. 
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Stage 4. Seventeen days later, the columellar im- 
plant was-detached from the hand under local anes- 
thesia. The rest of the procedure was done under 
general anesthesia. The columellar graft was im- 
planted in the upper lip over the anterior nasal spine. 
The oronasal opening was closed after excision of the 
excessive portion of skin graft by suturing the buccal 
mucosa. The nose was supported by the extraoral 
appliance with the two acrylic “plumpers.” 

Stage 5. Three months later, under general anes- 
thesia, a bone graft from the iliac crest was inserted 
through a tip incision between the covering skin and 
the lining graft of the nasal cavity, extending to the 
glabella, after denuding the nasal bridge of perios- 
teum. A plaster slab splint was applied and the sup- 
porting appliance discarded. 

An illustration shows the present appearance of 
the patient with the final scar excision between tip 
and columella yet to be performed. 

EucENE L. DERLACKI, M.D. 


Osteoma of the Frontal and Ethmoid Sinuses. H. 
BRuUNNER and I. G. SpresMAN. Ann. Otol. Rhinol., 
1948, 57: 714. 

The authors present 4 very complete case reports 
of frontal or ethmoid sinus osteomas. The findings in 
these cases prove that in the paranasal sinuses (1) 
osseous tumors occur which bulge into the sinuses and 
are covered by the sinus mucosa; (2) in elderly individ- 
uals particularly, they may remain small and may 
cause no symptoms, and should therefore be called 
osseous hyperplasias or exostoses rather than neo- 
plasms; (3) in younger individuals, however, they 
may become very large and form typical osteomas 
with more severe symptoms, depending upon whether 
the tumor invades the orbit and causes diplopia, or 
whether it extends upward and backward to invade 
the brain. 

The authors believe that evidence of extension of 
these lesions should be waited for, but that an 
osteoma which appears to be growing should be re- 
moved surgically at once, because osteomas of the 
paranasal sinuses may destroy surrounding tissue, 
not only by an increase in the size of the tumor but 
also by the formation of mucoceles from obstruction 
of the nasofrontal duct. There appear to be no def- 
inite signs or symptoms which would indicate when 
the osteoma has extended to the dura. 

The 4 cases presented include (1) an elderly in- 
dividual with localized osteoma of the frontal sinus 
which was asymptomatic and did not increase in size 
during a 5 year period; (2) a 17 year old white male 
with an osteoma of the frontal sinus which had ex- 
tended down into the orbit and was successfully 
excised surgically; (3) a 34 year old white male with 
an osteoma of the left ethmoid and the sphenoid 
sinuses, which extended upward and backward, 
breaking through the dura of the anterior fossa and 
causing a malacia of the base of the frontal lobe and 
death from meningitis (by exposing the brain to in- 
fection from the nasal cavity); (4) a 49 year old 
white male with an osteoma of the frontal sinus, ex- 
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tending posteriorly to erode the dura of the frontal 

lobe, with superficial necrosis of the brain, and a 

large intracranial and cerebral pneumatocephalus. 
Wituram K. Wricat, M.D. 


MOUTH 


Mandibular Fractures in Children. GrorcEe W. 
MATTHEWS and THomMaAs V. MAGRUDER, Jr. J. 
Pediat., S. Louis, 1948, 33: 495. 


The management of mandibular fractures in chil- 
dren presents unusual difficulties not found in simi- 
lar fractures in adults. This is because the deciduous 
teeth, the 6 year molars, and the permanent incisors 
make very poor anchors for intermaxillary wiring. 
There is little to be found in the literature or in 
authoritative text books concerning the management 
of mandibular fractures in children. Skeletal fixa- 
tion is of little value because of the danger of insert- 
ing pins into tooth buds. In uncomplicated cases 
without much displacement, a head cap with an 
elastic bandage under the chin, or a canvas aviator’s 
helmet with the same elastic bandage may be effec- 
tive. However, in cases in which there is wide separa- 
tion of segments, necessitating considerable traction 
and very firm fixation, the authors have found open 
reduction with direct wiring of the bone with tanta- 
lum wire to be the best procedure. With this method 
of treatment, strict asepsis and postoperative pro- 
tection with penicillin, to avoid infection, are impor- 
tant, as well as the observance of special care to 
prevent the occurrence of any damage to the tooth 
buds of the permanent teeth. 

Witiiam K. Wricut, M.D. 


PHARYNX 


Associated Symptomatology of Diseases of the Epi- 
pharynx. WALTER H. THEOBALD. Ann. Otol. 
Rhinol., 1948, 57: 677. 

Examination of the epipharynx is too often neg- 
lected in the routine examination. It is of special 
importance in cases of postnasal discharge, recurrent 
sore throats, cough, repeated earaches, recurrent 
colds, hoarseness, bronchitis, unexplained fever, 
bloody sputum, crusting, and occipital headaches. 
The author reports 150 cases observed over a 2 year 
period, in which epipharyngeal pathology was the 
sole apparent cause of these symptoms, exhaustive 
study having eliminated all other possible patho- 
logical factors. In each case the symptoms were 
alleviated after therapy to the epipharynx. Therapy 
consists of surgical removal of hypertrophied lym- 
phoid tissue or pharyngeal bursa, if present, followed 
by irradiation with the 50 mgm. monel metal radium 
applicator (Crowe technique). Local treatment con- 
sisted of the application of 5 per cent silver nitrate 
through the Yankauer speculum and, in 2 cases, 
electrocauterization when bleeding was the predom- 
inant symptom. 

Examination of the epipharynx is carried out by 
anterior and posterior rhinoscopy with the use of the 


nasopharyngoscope, and by direct nasopharyngo- 
scopy with the Yankauer speculum. In a few of the 
cases the pathology consisted of pharyngeal bursa, 
lymphoid hypertrophy, and the presence of purulent 
or jellylike secretions. The author states that one 
should always be on the alert for the presence of an 
epipharyngeal carcinoma. 
Wit1am K. Wricat, M.D. 


NECK 


The Significance of the Protein-Bound Blood Iodine 
in Patients with Hyperthyroidism. Grorce M. 
Curtis and Roy E. Swenson. Ann. Surg., 1948, 
128: 443. 


The authors point out that much of the confusion 
encountered in the making of a diagnosis of so-called 
borderline hyperthyroidism has arisen because there 
are but few direct methods of measuring thyroid 
function itself. The basal metabolic rate is a meas- 
ure of oxygen consumption, which is the end result 
of many oxidative processes. Thus it may be altered 
by hyperplastic neoplastic diseases such as carcino- 
ma or leucemia, psychiatric diseases, and the 
menopausal syndrome. This may be an especially 
difficult problem when nodular goiter also is found to 
be present. 

As a test of the qualifications of the estimation of 
the protein bound iodine as a diagnostic procedure, 
the authors have studied the relationship between the 
basal metabolic rate and the protein-bound iodine in 
patients treated with a thyroid stimulating hormone, 
and in patients treated with a thyroid blocking drug 
as propylthiouracil. A direct linear relationship 
was observed. 

A series of 178 patients with nontoxic nodular 
goiter was then studied. It was concluded from this 
study that the iodoprotein level was a better index 
of thyroid activity than the basal metabolic rate. 
Hypertension, organic heart disease, neurocircula- 
tory asthenia, psychoneurosis, neoplasms, and ad- 
renocortical syndromes did not result in any eleva- 
tion of the iodoprotein level. 

A significant relationship between the basal meta- 
bolic rate and the protein-bound iodine was found in 
the cases of toxic nodular goiter studied. Further- 
more, the protein-bound iodine seemed to suggest the 
subtile development of hyperthyroidism in the 
nontoxic nodular group. In cases of primary hyper- 
thyroidism, a similar relationship existed between 
the basal metabolic rate and the protein-bound 
iodine, but at higher levels. This presumably means 
that the patients had a higher grade of hyper- 
thyroidism. 

After iodine therapy, the response of the protein- 
bound iodine in primary hyperthyroidism differs 
from that in toxic nodular goiter. In the former the 
response followed the usual lines, while in the latter 
the response seemed to follow that noted following 
the addition of iodine to whole blood in vitro. The 
authors were uncertain as to the significance of this 
finding. Witrtam C. Beck, M.D. 


a es St ret 


nm a ~~ J wh 


a eS ee ae ae ee 
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Complications Following Irradiation of the Thyroid 
Gland. R. M. Lukens. Ann. Otol. Rhinol., 1948, 
57: 633. 

Among roentgenologists irradiation of the thy- 
roid gland is the method of treatment indicated 
for exopthalmic goiter and hyperthyroidism; how- 
ever, the dose must be controlled, and filtration 
must be properly applied. Overdosage must be 
strictly guarded against. 

The indiscriminate use of irradiation in the at- 
tempt to cure nonmalignant diseases of the thyroid 
gland can be damaging to the underlying larynx and 
trachea. The damage done to these structures is 
permanent and will require a lifetime of treatment. 
In addition, the patient is constantly in danger of 
death due to asphyxia. 

In the 5 cases recorded, obstruction to the airway 
was due not only to pathological narrowing of the 
larynx and trachea, but to the altered secretion ac- 
cumulating at the point of stenosis. 

Cartilages of the larynx and trachea are suscept- 
ible to intensive irradiation. Even slight overdoses 
will end in disastrous perichondritis, necrosis, steno- 
sis, or sloughing. 

Clerf reported 2 cases of exopthalmic goiter in 
patients who had had irradiation previously, and 
who required emergency tracheotomies on admission 
to his service. The wounds sloughed because of the 
devitalized pretracheal tissues. 

Changes taking place in the neck and trachea are 
not at once apparent, and x-ray films are of little or 
no help, for generally they are negative. The cond'- 
tion may start as a tracheobronchitis which does not 
clear up, but progresses to a definite localized 
lesion. The degenerative process is slow and may 
not give alarming symptoms until several years 
later, when the damage is permanent and progres- 
sive. 

Epithelium desquamates and the functions of the 
gland are either changed or destroyed, resulting in 
altered tracheal secretion which is not moved readily 
by ciliary action, and which adheres to eroded and 
granulomatous surfaces. Crusts constantly form 
and are attached to the damaged areas. Prolifera- 
tion of granulation tissue and, in some cases, def- 
inite hemangiomatous lesions produce stenosis. The 
dyspnea occurring as a result of the stenosis is 
markedly increased by the thick secretions and 
crusts collecting about the stenosed area. 

In all 5 of the patients, the symptoms developed 
after an interval of from 1 to 7 years following irra- 
diation of the thyroid gland. 

The patients complained of hoarseness, sensation 
of a lump in the throat, inspiratory dyspnea, wheez- 
ing, dysphagia, expectoration, loss of weight, and 
pain in the chest. 

The following physical findings were observed: 
congestion of the laryngeal mucosa, telangiectasis 
and inflammation of the laryngeal mucosa, telan- 
giectasis of the vocal cords, stenosis of the trachea, 
granulomatous lesions in the tracheal walls, crowd- 
ing inward of the tracheal wall, viscid adherent 
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tracheal secretions, and crusting. Cicatrices are not 
a common finding; only a suggestion of cicatricial 
tissue was present in one case. 

Tracheotomy was required in 3 cases. 

Treatment consisted of the removal of encrusta- 
tions from the trachea and larynx, the cauterization 
of granulations, and dilating stenotic areas. The 
author’s patients required treatment for periods of 
from 1 to 11 years after development of their symp- 
toms. Epmunp R. DonocuugE, M.D. 


The Open Approach to Arytenoidectomy for Bilat- 
eral Abductor Paralysis, with a Report of 23 
Cases. Dre GraAF WoopMAN. Ann. Otol. Rhinol., 
1948, 57: 695. 

The author presents a report of 14 personal cases 
and g cases observed by fellow otolaryngologists 
throughout the country. 

He describes his modification of the extralaryngeal 
approach to arytenoidectomy, in which a more open 
approach and a wider field is advocated for the com- 
plete removal of the articular part of the arytenoid 
cartilage and the fixation of the vocal cord laterally 
to the thyroid cartilage. 

The average estimated size of the postoperative 
glottic chink was 4.5 mm. Most of the patients had 
improved voices, although some had only adequate 
voices. There was one death among the author’s 
own cases. 

All except 2 of the 23 patients discarded their 
tracheotomy tubes. These 2 had adequate epiglottic 
chinks, but refused to go without their tubes be- 
cause of an anxiety neurosis. 

The results obtained with this operation by several 
surgeons throughout the United States indicates 
general success of the technique described. 

Epmunp R. DonocuauE, M.D. 


Further Operative Results of Carcinoma of the 
Larynx. Tx. D. DEMETRIADES and D. IOANNOVICH. 
J. Lar. Otol., Lond., 1948, 62: 613. 


In an earlier publication, the authors reported the 
results obtained following operations for carcinoma 
of the larynx during a period of 6 years in the clinic of 
the Greek ‘Red Cross Hospital, in Athens. These 
early results are shown in Table I. 

In the present study the authors review their work 
from 1931 to 1947 inclusive, which consists of 88 
cases; however, only 74 operations are considered 
here, as the last 14 patients were operated upon too 
recently for inclusion in the series. In a large major- 
ity of cases the disease occurred in the fifth, sixth, 
and seventh decades of life. Among 88 cases there 
was but 1 female, which differs from the commonly 
accepted ratio of 10 males to 1 female. The intrinsic 
type of carcinoma of the larynx (in 53 cases) was 
very frequently found to be limited to the vocal 
cords, and the extrinsic type (in 21 cases), to the 
epiglottis. Most of the intrinsic carcinomas showed 
differentiation histologically (epithelial pearls) where- 
as the majority of extrinsic carcinomas were undiffer- 
entiated. 
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TABLE I.—CARCINOMA OF LARYNX 1931-1937 
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TABLE III.— EXTRINSIC CARCINOMA 1931-1937 





Cures 
(3 years) 


Recur- 


Type of Operation L - Deaths annhe 


Cures 
(3 years) 


Recur- 
rence 


Type of operation Total | Deaths 





Laryngofissure (1924-1935) 4 — = 4 


Malgaigne Hajek (1934-1936) 





Laryngofissure St. Clair Thom- 
son technique (1931-1933) 4 — 





Malgaigne Hajek (1934-1939) 3 3 





Total laryngectomy (1931- 
1936) 21 5 8 8 


23.8% 
Total 6 II 15 





38.00% | 38.00% 





Total laryngectomy (1931-1936) I 7 
Total I 7 
7% 50% 




















43% 





TABLE IV.—OPERATIVE RESULTS OF LARYNGO- 
FISSURE AND PARTIAL LARYNGECTOMIES 








Percentage 18.75% | 34.3% | 46.8% 





TABLE I1.—INTRINSIC CARCINOMA 1931-1937 








Cures 
(3 years) 


. Recur- 
Type of operation Total | Deaths anne 


Post op- 
erative 
deaths 


Recur- 
rences 


Cures % 


Total total 


Type of Operation 





Laryngofissure chord- 
ectomy 


(1929-1935) 1* 
(1936-1946) 2 





Laryngofissure (1924-1935) 4 _ — 4 





Laryngofissure partial laryn- 
gectomy. St. Clair Thomson 
(1931-1033) 3 





Total laryngectomy (1931- 
1936) 4 I 5 


Partial laryngectomy 
(1931-1933) 

Malgaigne-Hajek 
(1934-1940) = = 
1944 I —_ 


Total 39 4 9 26 











10% 50% 
Total 5 4 9 
28% 22% 


40% 











50% 














Total laryngectomy was performed in 35 cases 
(1931-1942), and the lymph nodes lying along the 
carotid vessels were removed only in those cases in 
which these were either palpable externally, or in 
which the histological picture of the primary growth 
was that of the undifferentiated type. Excision of 
the epiglottis was performed in 4 cases. Laryngo- 
fissure was performed in 35 cases and was reserved 
for those patients in whom the growth involved only 
the middle part of one vocal cord, mobility was un- 
affected, and the growth did not extend below the 
rima glottidis. The details and results of these opera- 
tions are listed in Tables II, III, and IV. 

The results of total laryngectomy from 1931 to 
1942 in 35 cases were as follows: 

In 6 cases, or 17 per cent, cures were obtained for 
from 7 to 17 years. In 2 of these the carcinomas were 

















Percentage (%) 10 23 66 
*Death due to spontaneous pneumothorax after 5 years. 





extrinsic and in 4, intrinsic with differentiation 
histologically. Ten patients, or 26 per cent, died 
following the operation, as a result of respiratory 
complications. Recurrence was observed in 13 cases, 
or 37 per cent, in from 6 to 8 months after the opera- 
tion, mostly in cases of extrinsic carcinoma which 
histologically did not show cell differentiation. 

The percentage of 5 year cures following total 
laryngectomy was only 17 per cent, while the com- 
bined percentage of cures following laryngofissures 
and laryngectomies was 43 per cent. Complemen- 
tary irradiation was administered in all cases except 
those in which laryngofissure was performed. 

During the period when sulfonamides and penicil- 
lin were available, no postoperative deaths occurred. 

Early diagnosis by biopsy is essential. The 
authors consider irradiation, without surgical treat- 
ment, as a palliative measure only. 

Ernest D. BLOOMENTHAL, M.D. 





SURGERY OF THE NERVOUS SYSTEM 


BRAIN AND ITS COVERINGS; CRANIAL 
NERVES 


Follow-Up Study of Men with Penetrating Injury 
to the Brain. Joun A. Arta. Arch. Neur. Psy- 
chiat., Chic., 1948, 59: 511. 

The author has made a follow-up study of 100 
patients who received penetrating brain injuries 
during World War Il. He studied these patients 
more than 6 months after their discharge from an 
Army neurological center and for periods of 1 to 2 
years after the injury. These 100 patients were 
surgically proved to have had dural penetration and 
injury to the brain by shell fragments or gunshot, 
and were taken from a series of 320 men with cranio- 
cerebral injuries admitted to an Army neurologic- 
neurosurgical center in the Zone of the Interior dur- 
ing World War II. Most of these men arrived at the 
center within 6 months after injury and were hos- 
pitalized from 3 to 9 months. 

At this stage of the follow-up, 28 men had required 
further medical attention for symptoms referable to 
craniocerebral injury. Their chief complaints were 
convulsive seizures, headaches, fainting, emotional 
instability, anxiety, and fatigue. These symptoms 
were of more concern than paralysis, hemianopsia, 
aphasia, or sensory loss. All patients were receiving 
disability pensions and those who were receiving less 
than 100 per cent compensation were dissatisfied. 
Sixty-two men showed significant improvement. 
Headaches were more common among those who had 
them while hospitalized and those with less severe 
damage to the brain. 

At the time of the follow-up study, 34 men had 
had at least one convulsive seizure, the onset of 
which usually began from 4 to 9 months after the 
time of injury. DaniEL RuceE, M.D. 


Sturge-Weber Syndrome. ArcHisatp D. McCoy and 
Harotp C. Voris. Arch. Neur. Psychiat., Chic., 
1948, 59: 504. 

The Sturge-Weber syndrome has also been 
named the Kalischer-Dimitri disease and the Brush- 
field-Wyatt disease for the men who described the 
same condition in the eighteenth century. In this 
condition there is a facial nevus associated with 
homolateral glaucoma and an angiomatous patho- 
logic process involving the pia mater and the cerebral 
cortex. The brain shows a decreased quantity of 
white matter and areas of calcified blood vessels 
which have an “angleworm” appearance. The oc- 
cipital lobe is the most commonly affected area. 

Symptoms of the illness are convulsions, paralysis, 
mental retardation, and visual disturbances, and 
since the pathology is usually in the occipital lobe 
there is a homonymous hemianopsia. Other ocular 
symptoms and signs which occur are optic nerve 
atrophy, papilledema, nystagmus, unequal pupils, 


and congenital glaucoma. The illness progresses 
slowly and the life expectancy is very good. 

Treatment of the disease has varied and depends 
more upon the surgeons than upon the variations of 
the disease. Both radium and roentgen irradiation 
have been used. Surgery has varied considerably. 
The authors state that Pilcher obtained a good result 
from an occipital lobectomy for an angioma of the 
occipital lobe. Others have attempted to attack the 
vascularity either by ligating the internal carotid 
artery or ligating the surface vessels of the cortex. 

The authors have observed a patient with the 
Sturge-Weber syndrome for 7 years. He appeared to 
be normal at birth except for an extensive nevus of 
the left side of the face, neck, and left upper extrem- 
ity. However, when he was 7 months of age he had 
his first convulsive seizure limited to the right side of 
the body. He did not progress as a normal child; he 
became weak and inco-ordinated, and a glaucoma of 
the left eye was noted in early childhood. Examina- 
tion revealed increased deep tendon reflexes on the 
right, pathological reflexes on the right, and a right 
homonymous hemianopsia. Roentgenograms of the 
skull revealed an “angleworm” area of calcification 
in the left occipital lobe and in the left posterior 
fossa. The patient has had little relief from anticon- 
vulsant drugs, and there has been neither regression 
nor progression of the disease during the 7 years that 
he has been under observation. 

DANIEL RucE, M.D. 


A Pneumographic Study of the Temporal Horn, 
with Special Reference to Tumors in the Tem- 
poral Region. Erik LinpcGREN. Acta radiol., 
Stockh., 1948, Supp. 69. 

It is fitting that a monograph of this kind should 
be written in memory of Professor Erik Lysholm, of 
Stockholm, by a former student. Part of the mono- 
graph formed the basis of a paper delivered before 
the Royal Society of Medicine, in May, 1947. The 
work described was carried out at the Seraphimer 
Hospital during the period between 1937 and 1947, 
through the co-operation of the department of neuro- 
logical surgery, under Professor Olivecrona, the de- 
partment of neurology, under Professor Antoni, and 
the department of roentgenology, under Professor 
Lysholm. 

The material consists of 137 cases studied roent- 
genologically, at operation, and at autopsy. In 
general, the work consists of an anatomical descrip- 
tion of the normal temporal horn and the roentgeno- 
logical examination of the temporal horn. The work 
is further amplified to include a general discussion 
of the pathologic anatomy of expanding intracranial 
lesions and their effects on the temporal horn. A 
special, and by far the largest, section of the mono- 
graph portrays the effects of tumors situated in spe- 
cial regions, and the manner in which they cause 
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deformation and dislocation of the temporal horn. 
Infratemporal tumors, meningiomas arising from 
various parts of the base of the skull, and the differ- 
ential diagnosis of gliomas of the temporal lobe are 
discussed, and there is a final chapter on the relia- 
bility of pneumography. The bibliography is small 
but pertinent. 

Above the hippocampus in the temporal horn is 
the supracornual cleft, and lateral to it the lateral 
cleft. These two clefts are of primary import to 
Lindgren in his refined interpretations, and are 
referred to constantly. His method of filling the 
temporal horn with air could be regarded as trapping 
the available air in the temporal horn which is being 
examined. The procedure differs from the American 
method. With Lindgren’s method, a small quantity 
of air is manipulated about in the ventricular system 
whereas, in America, the method of complete re- 
placement of spinal fluid and air is employed. For 
instance, when all cases were counted, including 
those in which only the sound ventricle contained 
air, it was possible to view the affected temporal 
horn in 27 of 47 cases of anterior tumors and in 18 
of 27 cases of posterior tumors. Particular effort is 
made to obtain views of the temporal horn when the 
general dislocation of the ventricular system indi- 
cates a lesion inferior to the upper lateral border 
of the lateral ventricle. The author attempts to 
show, by his careful procedure, that tumors can be 
exactly localized with reference to the temporal 
horn, in nearly all cases. Most frequently intra- 
cerebral tumors can be differentiated from extra- 
cerebral tumors. In only 5 of the 137 cases was the 
pneumographic change inconclusive of the presence 
or absence of tumor; in 1 of these arteriography con- 
firmed the diagnosis. The experience derived from 
these cases is that tumors of the temporal lobe 
rarely cause a complete compression of the horn. Of 
the gliomas reviewed by this author, only 13 of 53 
tumors could be removed. 

The special section of this treatise confirms the 
general remarks with regard to the possibility of the 
exact localization of lesions. A short history of each 
case is given, together with pneumographic findings, 
photographs, and diagrams. The following lesions 
are considered: infratemporal tumors (7 cases), tu- 
mors from the pterion region including 4 menin- 
giomas en plaque (30 cases), deep or clinoidal menin- 
giomas (6 cases), and middle ridge meningiomas (7 
cases). 

Fifty-three cases of glioma of the temporal lobe 
are reported, with brain abscess in 1 case, choles- 
teatoma in 1, and metastasis in 1. There were 5 
cases of glioma above the Sylvian fissure and 2 cases 
of basilar glioma of the temporal lobe. Ten gliomas 
with pneumographic findings similar to those ob- 
served in meningiomas of the sphenoidal ridge are 
shown. All pneumographic findings were confirmed 
at operation. The monograph is accompanied by 
many excellent illustrations and the work is worthy 
of the man who inspired it. 

ADRIEN VER BRUGGHEN, M.D. 
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Trigeminal Tractotomies in the Treatment of Fa- 
cial Neuralgias (Les tractotomies trigéminales dans 
le traitement des névralgies faciales). J. LE BEAu, S. 
Daum, and S. Forjaz. Brasil méd.-cir., 1948, 10: 331. 


The term “‘trigeminal tractotomy,’’ used by 
Sjéqvist, means section of the descending root of the 
trigeminal nerve or spinal tract. It is legitimate to 
extend this term to section of the quintothalamic 
tract, which can be performed in the protuberance or 
the peduncle; but this makes it necessary to desig- 
nate the level at which the trigeminal tractotomy is 
done, i.e., whether it is bulbar, protuberantial, or 
peduncular. In addition, the physiologic meaning of 
the section is not the same: bulbar tractotomy cuts 
the peripheral sensitive neurone, while protuberan- 
tial or peduncular tractotomy cuts the central neu- 
rone. 

Sjéqvist’s bulbar tractotomy has often been per- 
formed by Scandinavian surgeons and by some Amer- 
ican surgeons, and all have agreed that this tech- 
nique offers the advantages of preservation of the 
tactile sensibility of the face and absence of post- 
operative facial paresthesias and ocular complica- 
tions. It is recommended especially for ophthalmic 
neuralgias. Since 1946 the authors have decided to 
use it systematically for all facial neuralgias, whether 
ophthalmic, maxillary, or mandibular. Up till now 
they have operated upon 20 patients, of whom 3 had 
symptomatic facial neuralgia (in 2 it was due to a 
basal tumor and in 1 patient it was due to syringo- 
myelia) and 17 had so-called essential facial neural- 
gia. Of these 17, 5 had been subjected to peripheral 
infiltrations, 4 to alcoholizations of Gasser’s gang- 
lion, 4 to retrogasserian neurotomy and 1 to jux- 
taprotuberantial neurotomy, without appreciable ef- 
fect on the pain. The neuralgia involved the oph- 
thalmic branch in 12, the maxillary branch in 14, and 
the mandibular branch in 10. The age of the patients 
ranged from 47 to 69 years and the average duration 
of the neuralgia was between 3 and 4 years, 1 patient 
having suffered for 18 years. There was 1 postopera- 
tive death and 1 failure followed by death after a 
second operation for peduncular tractotomy. Two 
patients of 68 and 69 years, respectively, developed 
mental disturbances which lasted only a few weeks. 
Herpes on the operative side has been rather fre- 
quent and the patients have complained of frontal 
headache for several days. Hypersecretion of cere- 
brospinal fluid has required postoperative lumbar 
puncture in 2 or 3 instances. The neuralgia stopped 
after operation in all of the patients, but it reoc- - 
curred rs days later in 1 patient, who was immediately 
reoperated upon at the same site and was then cured. 
As to the 3 cases of symptomatic neuralgia, the result 
of operation was good in the 2 patients with basal 
tumor during their survival period, but there was 
intermittent recurrence of the pains in the patient 
with syringomyelia. 

Postoperative examination has, in general, not 
shown the results claimed by Sjéqvist; the corneal 
reflex was rarely abolished but often decreased; there 
was never complete anesthesia for heat and cold but 
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always hypesthesia. The difference in results is 
probably due to the fact that the authors make their 
section lower and less deep. They think that facial 
neuralgia is due to a hyperreactivity of the central 
sensitive nuclei of the trigeminal and that it is not 
necessary to cut completely the afferent reflex path 
to suppress the neuralgia; it is sufficient to lower the 
threshold of the excitations bv an incomplete section. 
However, it is certainly necessary to follow up the 
patients for at least 4 or 5 years before final cure can 
be accepted. In any case, Sjéqvist’s operation is a 
benign intervention which eliminates the neuralgia 
for a long time and is practically never accompanied 
by annoying sensations of the paresthetic type. It 
never results in corneal complications. 

Protuberantial tractotomy of Serra and Neri has 
been performed by Clovis Vincent 8 times with 4 
operative deaths which occurred 1 or 2 days after the 
intervention. Autopsy was allowed. in 2 cases but 
showed no significant findings. These patients were 
59 and 64 years old and had arterial hypertension, 
which constitutes an aggravating factor in all trepan- 
ations, particularly of the posterior cerebral fossa. 
Among the 4 surviving patients, section of the cen- 
tral neurone was successful in 2 who were operated 
upon after failure of neurotomy. In the other 2, who 
had rebellious neuralgia following ophthalmic zona, 
the operation had afforded temporary improvement 
in one, and was a complete success in the other. 

The authors have had no experience with pedun- 
cular tractotomy and have not heard of any cases in 
which it was successfully performed. 

RIcHARD KEMEL, M.D. 


Ten Years’ Experience with Trigeminal Tracto- 
tomy. OLor Sjogvist. Brasil. méd.-cir., 1948, 10: 
259. 

Twenty-three cases of trigeminal tractotomy, 
which are in addition to the 169 already reported in 
the literature, are presented in this article. The 
anatomy and physiology of the bulbospinal fifth 
tract are discussed. At present the author prefers a 
unilateral cerebellar craniectomy for the operative 
exposure, using endotracheal gas anesthesia. One 
death is reported in his series. Postoperative hema- 
toma occurred in 3 cases, and subarachnoid hemor- 
rhage delayed recovery in 3 patients. 

The operation is recommended in first division 
neuralgia, in second division neuralgia in younger 
individuals, in bilateral neuralgia, and in malignan- 
cies of the face and neck, combined with section of 
the upper cervical roots. Only in exceptional cases 
should tractotomy be undertaken in patients over 60 
years of age, because of the danger of complications, 
and the procedure is not recommended in primary 
third division neuralgia or herpetic neuralgia. 

The author concludes that the operation is not a 
panacea for the relief of facial pain and is not the 
method of choice for the treatment of major trigemi- 
nal neuralgia, but he believes that tractotomy still 
has an important place in neurosurgical repertory. 

Joun L. Bett, M.D. 
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Paralysis of Deglutition: Surgical Correction. 
Howakp C. NAFFZIGER, Cooper Davis, and H. 
GLENN BELL. Ann. Surg., 1948, 128: 732. 

This presentation has to do with the reconstruc- 
tive work necessary to restore the power of swallow- 
ing in a patient who sustained extensive cranial 
nerve injuries. 

The case history is reported in detail and concerns 
a patient, age 43, who was altogether unable to 
swallow dating from the time of a gunshot wound 
acquired 3 years previously. The bullet injured, and 
produced a paralysis of the right ninth, tenth, elev- 
enth, and twelfth cranial nerves. Since the time of 
injury, the patient had been unable to swallow. He 
had learned to adjust himself and had become fairly 
well able to maintain a fair state of nutrition with a 
liquid diet and regular use of a stomach tube. Since 
he was unable to swallow the saliva, it frequently 
passed into his larynx and caused terrific explosions 
of coughing and vomiting with regurgitation of the 
material into his nasopharynx and through his nose. 

A very complete review of various works by out- 
standing physiologists on the theories of deglutition 
is presented in this article, and with the use of a 
fluoroscope synchronized with a moving picture ap- 
paratus, fluoroscopic roentgenograms of deglutition 
were taken at the rate of 60 to the second. It was 
possible then to study the motions of swallowing at 
intervals of one-sixtieth of a second and to compare 
the abnormal function with the normal. 

The authors then reproduced the neurologic lesion 
in an experimental animal in order to find a solution 
of the difficulty. The anatomic arrangement in the 
dog was not suitable, but the macaque was found to 
be an appropriate animal. A similar lesion was pro- 
duced by paralyzing the ninth, tenth, eleventh, and 
twelfth nerves in the macaque. Following this, the 
animal retained food in its mouth for 12 hours but 
was unable to swallow. To prevent the lateral bulg- 
ing of the pharynx, a fascial sling was devised which 
was attached to the prevertebral fascia posteriorally, 
then brought around the lateral pharyngeal wall and 
attached to the midline of the laryngeal and neigh- 
boring cartilages. In order to aid the upward move- 
ment of the larynx during swallowing, the posterior 
belly of the digastric muscle, which is innervated by 
the seventh nerve, was attached to the larynx to 
substitute for the paralyzed stylopharyngeus muscle. 
This was done in the animal and was followed by 
restoration of the ability to swallow. The procedure 
was then planned for the human patient. 

It was found that the use of a free fascial sling to 
wrap around the pharynx was not required, for by 
splitting the fascia of the neurovascular bundle from 
in front and dissecting away the mesial portion of it 
to its firm attachment to the prevertebral fascia, a 
free leaf was obtained which was then brought for- 
ward around the pharynx and fastened to the mid- 
line of the larynx and cricoid. This gave firm support 
to that side of the pharynx. The posterior belly of 
the digastric was then cut loose from its junction with 
the anterior belly and firmly attached to the thyroid 
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cartilage so that its contraction would cause ascent 
of the larynx. During the postoperative period the 
patient was taught to so grimace with the lower 
face that the digastric contracted at the instant of 
swallowing. By this maneuver, the larynx was ele- 
vated and the patient was trained to swallow. It 
has now been more than 2 years since the operation 
and there has been no occasion to have recourse to 
the stomach tube. Swallowing is sufficiently satis- 
factory that the patient has been able to work in 
construction camps and partake of the more or less 
rough food which is available. 

This work is well illustrated with several drawings 
and diagrams, illustrating not only the surgical tech- 
nique but also the various phases and mechanisms 
of normal and abnormal deglutition. 

Howarp H. LANDER, M.D. 


SPINAL CORD AND ITS COVERINGS 


Surgical Experiences with Extramedullary Tumors 
of the Spinal Cord. Francis G. Grant. Ann. 
Surg., 1948, 128: 679. 

This communication deals with a group of tumors, 
namely the intradural, extramedullary, and fibro- 
blastic tumors, as well as with their diagnosis, locali- 
zation, and surgical removal. 

Since 1924, 108 tumors of this type have been re- 
corded in the Neurosurgical Service of the University 
and Postgraduate Hospitals of the University of 
Pennsylvania. Of these 108 tumors, 78 were found 
in females and 30 in males, an unexpectedly high 
incidence of this type of tumor in women. The aver- 
age age was 45.3 years, the youngest 10, and the 
oldest 78. Twenty-four of these tumors were in the 
cervical area of the cord, 70 in the thoracic area, 6 
in the lumbar cord, and 8 involved the cauda equina. 
The author states that a lumbar puncture with the 
application of the Queckenstedt test is an essential 
part of the study of any spinal cord lesion. If a tumor 
is suspected and if the hydrodynamic reactions and 


chemical studies of the spinal fluid are not entirely 
normal, oil should always be introduced into the sub- 
arachnoid space of the spinal canal. It appears that 
oil is the most active means of reaching a level 
diagnosis. 

In the group of cervical cord tumors, 6 lesions 
were situated at the level of the foramen magnum. 
In 2 instances, the tumors were so nearly intracranial 
that cerebrospinal fluid circulation was impaired 
and a choking of the discs was reported. Three 
fatalities occurred in this group. __ 

The question of operating upon the completely 
paralyzed patient is pointed out by the author. Six- 
teen patients (7 in whom the tumor was located in 
the cervical area and g in whom the tumor was lo- 
cated in the thoracic area) had total spastic para- 
plegia of the legs, loss of sphincter control, and a com- 
plete or almost complete sensory loss below the level 
of the tumor. In the cervical group of tumors (7), 
the period from the onset of symptoms to the 
operation averaged 22 months and the period of 
complete paralysis averaged 10 weeks. In the 
thoracic group of tumors (9), the average time of 
duration of the symptoms was 26 months, and of 
complete paralysis, 6 weeks. Yet all these patients 
made complete recoveries; those with cervical lesions 
in an average time of 18 months after tumor removal 
and those with thoracic lesions after 14 months. All 
have resumed work. Thirteen other patients were 
completely paralyzed and showed no postoperative 
improvement. It seems evident, therefore, that a 
patient with a spinal cord tumor who has been com- 
pletely paralyzed for 2 months has better than an 
even chance for recovery if the tumor can be re- 
— without additional damage to the spinal 
cord. 

As regards mortality and morbidity in this group 
of 108 patients, 6 had postoperative deaths, 44 were 
completely cured, and 13 were completely paralyzed 
(5 of the latter are known to be dead). 

Howarp H. LANDER, M.D. 

















CHEST WALL AND BREAST 


Primary Rib Tumors. Ratpn A. DorNER and DEANE 
S. Marcy. J. Thorac. Surg., 1948, 17: 690. 


Primary rib tumors present no clinical character- 
istics not found in similar tumors occurring elsewhere 
in the skeletal system. Because of their location, 
they do present certain diagnostic problems and 
surgical considerations not found in tumors else- 
where. Pain and tumor are the most important 
symptoms. Persistent pain is the more reliable and 
constant finding, since tumor may not exist. Pain 
often develops before a mass is recognizable either 
clinically or roentgenographically. Wide excision 
including resection of the periosteum, underlying 
pleura, and adjacent muscles is the treatment of 
choice for all primary rib tumors. 

Seven cases of primary rib tumors in patients 
operated upon at the State University of Iowa 
Hospital, from 1934 to 1946, are reported. These 
include a “‘recurrent” chondroma, a fibrosarcoma, 
a chondrosarcoma, an osteochondroma, a fibrous 
dysplasia, a hemangioma, and an osteoid osteoma. 

Fifty-five cases of primary rib tumors reported 
in the literature since Sommer and Major’s analysis 
of 81 proved cases (1942) are tabulated. 

FRANK B. QuEEN. M.D. 


Breast Reduction and Lactation. A. RAGNELL. 


Brit. J. Plast. Surg., 1948, 1: 99. 


The author stresses the advisability of employing 
to the greatest possible extent an operative method 
based on the transposition of the nipple attached to 
a gland pedicle in which the milk-producing capacity 
has been preserved on the fullest possible scale. Free 
grafting in conjunction with amputation, on the 
other hand, should be confined to cases in which 
pregnancy is out of the question or in which earlier 
pregnancies have not produced lactation, as well as 
those extremely rare cases of breasts of such gigantic 
proportions as to prevent an ordinary mammaplasty. 

Pictures of patients operated upon and diagrams 
of operative procedures are reproduced. 

Joun J. MAtoney, M.D. 


Early Diagnosis and Treatment of Carcinoma of 
-_ Breast. Victor RippELL. Brit. M.J., 1948, 
2: 635. 

Only by reducing the delay period both for diag- 
nosis and treatment can the mortality from cancer 
of the breast be reduced. Among the 170 radical 
mastectomies performed by the author, there were 
already axillary metastases in 67 per cent of the 
patients. 

A swelling in the breast of any woman in the 
cancer age should be considered cancer until proved 
otherwise. Since clinical diagnosis is fallible, and 
the only carly sign of cancer is a lump, immediate 


SURGERY OF THE THORAX 


495 


surgical exploration must be the guiding principle. 
There is no justification for “observation” of any 
doubtful breast lesion. The urgency for investigation 
is greatest in those patients in whom diagnosis is 
uncertain, because it is with these that the chance 
of cure is highest. 

Delay in hospital admission of suspected cancer 
cases is wrong too. The names of all early cancer or 
suspected cancer patients should be placed on a 
special waiting list, and such patients should be 
admitted immediately. Exploration of a swelling 
in the breast should be an emergency operation. 

Clinical examination of the breast is important, 
and should be made with the patient’s hands clasped 
behind the neck so that the breast is tensed to the 
chest wall. Sometimes if the patient raises her arms 
straight up above the head, a dimple will appear 
over the affected area, or it may appear upon 
manipulation of a lump which otherwise appears 
unattached. The supraclavicular fossae should be 
examined from behind the patient’s .shoulders 
raised and hunched forward so as to throw the fossae 
into hollows. 

The importance of examining for glands behind 
the anterior axillary fold and well below the level 
of the axillary outlet (over the second and third 
intercostal spaces) is emphasized. The frequency 
of glandular involvement in tumors attached to the 
skin, and the clinical error in the diagnosis of metas- 
tasis to glands in 170 radical mastectomies are 
shown below. 

Clinically all cases fall into one of the following 
broad categories: 

Stage 1, tumor only; stage 2, tumor and mobile 
axillary nodes; stage 3, disease advanced with local 
metastasis; stage 4, disease advanced with distant 
metastasis. 

Stage 1 and stage 2 carcinomas are operable and 
radical mastectomy should remain the treatment of 
choice until a better method has been demonstrated. 
In certain late stage 2 cases, it is recommended that 


TABLE I.—FREQUENCY OF ATTACHMENT OF TU- 
MOR TO SKIN IN 170 PATIENTS 








Glands free 














Glands invaded 
Tumor attached to skin (74%) 72 per cent 28 per cent 
Tumor unattached to skin (26%) 51 per cent 49 per cent 





TABLE II.—THE IMPALPABLE GLAND AND THE 
CLINICAL ERROR IN 170 PATIENTS 














Glands invaded Glands free 
Clinically palpable (61%) 79 per cent 21 per cent 
Clinically impalpable (30%) 50 per cent 50 per cent 
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simple mastectomy with axillary irradiation be 
seriously considered—particularly if there is present 
a combination of two or more adverse factors such 
as rapid growth, wide involvement of the skin by 
infiltration or ulceration, age of over 65, or peripher- 
ally situated tumors of the inner hemisphere. 

Stage 3 and stage 4 carcinomas are inoperable, 
although in special circumstances simple mastectomy 
may be indicated. Stage 3 comprises the group 
with enlarged supraclavicular nodes on either side, 
fixed axillary nodes, immobile or fixed axillary nodes 
on both sides, deep fixation of the breast to the ribs, 
secondary nodules of the skin, or edema of the arm. 
In these, symptomatic roentgen therapy is of value. 
Patients with stage 4 carcinoma should receive 
hormone therapy or roentgen therapy for sympto- 
matic relief. 

The collected operative mortality of 22 British 
surgeons among 11,014 radical mastectomies is cited 
as 1.65 per cent. The persistence of malignant cells 
in the axillary glands of patients given roentgen 
therapy alone was found by Adair, in 1943, to be 
g2 per cent, and by Richards, in 1948, to be 65 per 
cent. 

It is emphasized that there is no outward visible 
change in the appearance of the breast in early 
malignant disease and that “‘lump”’ is the only early 
sign of breast malignancy. 

FRANK B. QuEEN, M.D. 


Simultaneous Evolution and Involution of Breast 
Carcinoma and Warts of the Mammary Region 
(Evolution et involution simultanées de carcinose 
du sein et de verrues de la région mammaire). ANDRE 
JOSSERAND, MARCEL DARGENT, and MARCEL 
Mayer. Presse méd., 1948, No. 57: 674. 


This is a case report from the Centre Antican- 
céreux at Lyons, France. 

A patient, 32 years of age, had been suffering for 
a year from a tumor of the superior outer quadrant 
of the breast without adenopathy. The lesion was 
at first considered as Reclus’ disease and treated with 
androgenic hormones. As the condition became 
much worse under the treatment, hormonal therapy 
was discontinued. About the same time, the patient 
became pregnant, the tumor grew considerably, 
axillary lymph nodes became palpable, and, begin- 
ning at the sixth month of pregnancy, numerous 
warts developed on the skin of the affected breast. 

At this time the diagnosis of carcinosis of the 
breast was made, apparently without biopsy, and the 
prognosis was considered as very grave although the 
general condition of the patient remained good. No 
treatment was attempted during the pregnancy. 

After delivery the tumor, which at term had 
changed the breast into one hard solid mass, showed 
surprisingly fast spontaneous involution, the axillary 
lymph nodes decreased in size, and the warts dis- 
appeared. Lactation was maintained by the breast 
pump for 3 months to further the involution of the 
tumor. Then hemiteleroentgenotherapy was started 
Only 3 months later, i.e., 1 year after the carcinoma 


had been diagnosed, was the breast amputated. 
Histologic examination of the lesion revealed an 
atypical scirrhus. 

The authors discuss the danger of hormonal treat- 
ment, especially with insufficient doses. In this case, 
the hormonal treatment obviously precipitated the 
growth of the tumor. 

Furthermore, the authors emphasize the danger of 
any active treatment of breast carcinoma during 
pregnancy. A survey made at the Centre Anti- 
cancéreux proved that no treatment at all during 
pregnancy gives a better prognosis as to survival 
than any kind of treatment. After delivery, lacta- 
tion should be maintained by the breast pump as 
lactation has a beneficial effect on the involution of 
the tumor. Nursing, however, is contraindicated be- 
cause of the carcinogenic milk factor. After cessation 
of the lactation, the patient should be sterilized with 
x-rays, and only after the sterilization should the 
breast be amputated. Although, in this case, the 
time interval is too short for final judgment, the pa- 
tient appeared clinically cured 1 year after the be- 
ginning of the treatment, whereas in cases actively 
treated during pregnancy recurrences and metastases 
occur in an explosive way within 6 months after de- 
livery. WERNER M. Sotmitz, M.D. 


Carcinoma of the Breast and Its Treatment. Sir 
Crecit WAKELEY. Brit. M.J., 1948, 2: 631. 


In this general discussion it is emphasized that 
(1) the single early sign of cancer of the breast is the 
presence of a lump, (2) the commonest cause of a 
lump in the breast is cancer, (3) a lump must be 
removed in its entirety for histologic examination, 
(4) there is no lymphatic connection between the 
breast and the supraclavicular glands except via the 
upper intercostal spaces, and none between the 
axillary and supraclavicular glands. Involvement 
of supraclavicular glands, therefore, means that 
intrathoracic extension has taken place and the 
lesion is inoperable. 

The treatment recommended depends upon the 
clinical stage of the disease. In stage 1 cases (tumor 
in the breast only), radical excision is recommended; 
however, if the woman is slight and the tumor is in 
the inner quadrant of a small breast, local excision fol- 
lowed by radiotherapy is advocated. 

In stage 2 (tumor of the breast with skin changes, 
and/or involvement of the axillary glands), pre- 
operative irradiation followed by radical mastectomy 
is recommended. Postoperative irradiation is re- 
served for patients in whom the condition has re- 
curred. 

In stage 3 (tumor of the breast and supraclavicular 
glands, or with fixation of the breast), palliation 
with roentgen therapy is the treatment of choice. 
In stage 4 (skeletal and visceral metastasis), appro- 
priate symptomatic therapy only is recommended. 

An 81 per cent 5 year cure and a 65 per cent 10 
year cure is obtained in stage 1 cases, while only a 
25 per cent 5 year survival is obtained in stage 2 
cases. 
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Nine cases of cancer of the male breast are re- 
ported. All patients died of mediastinal metastases. 
The average duration of life after operation was 
30 months. FRANK B. QUEEN, M.D. 


Cancer of the Breast and Gestation (Cancer du sein 
et grossesse). JEAN PERROTIN. Presse méd., 1948, 
56: 6590. 

Thirteen unpublished reports of cancer in the 
course of gestation and 29 collected from the litera- 
ture are reviewed by the author. 

In 23 of the cases the condition was noticed during 
the pregnancy and in 1o during the lactation period, 
and in 9 there was a recurrence of cancer with preg- 
nancy. In 19 instances cancer was discovered in the 
early stages of gestation, in 7 at about the fifth 
month, and in 4 toward the end of the gestation per- 
iod. Recurrences were recorded only in pregnant 
women before delivery, and not during the lactation 
period. The youngest patient was aged 20 and the 
oldest 50 years. No correlation could be discovered 
between the occurrence of cancer and the number of 
preceding pregnancies. Approximately 50 per cent 
of all the women had been nursing before the devel- 
opment of cancer. In 20, some other lesion in the 
breast preceded the development of cancer, viz., a 
benign tumor in 14, an inflammatory lesion in 4, a 
traumatic lesion in 1, and persisting galactorrhea in 
1. Apparently, pregnancy creates conditions favor- 
able to a malignant degeneration. 

Multiple nodules were found in 8 per cent of the 
entire group and bilateral involvement in 25 per cent. 

Three aspects of cancer observed in the course of 
gestation may be distinguished: acute carcinomatous 
mastitis, a subacute pseudoinflammatory form, and 
a nodular form. No special pathologicoanatomic 
features characterize the cancer found in the course 
of gestation. 

Radical breast amputation was employed in 15 
cases; a 5 year survival period was recorded in 2. Of 
7 patients treated with x-rays only, 6 developed re- 
currences within 1 year. 

Radical surgery followed by x-ray therapy was 
employed in 7 patients. The average survival period 
was 21 months. In 4 patients this mode of therapy 
was supplemented by castration. The author con- 
siders a radical mastectomy followed by x-ray 
therapy as the method of choice. Castration, which 
suppresses the ovarian activity and especially the 
secretion of folliculin, deserves attention. If the 
malignant condition is discovered within the first 4 
months of gestation and is in an early stage, a thera- 
peutic abortion should be taken into consideration. 
The abortion should follow and not precede the am- 
putation of the breast. A cesarean section should be 
considered if the malignant condition is discovered 
toward the end of the gestation period and the 
mother’s condition is such as to create danger of the 
death of the fetus in utero. The section should be 
supplemented by a bilateral castration. 

The prenatal care should include a careful ex- 
amination of the breasts. JosepH K. NARat, M.D. 
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TRACHEA, LUNGS, AND PLEURA 


Congenital Tracheoesophageal Fistula without 
Esophageal Atresia. Cameron Harcat. J. Thorac. 
Surg., 1948, 17: 600. 

Congenital tracheoesophageal fistula without other 
esophageal lesions is of very rare occurrence, and only 
some 6 to 10 cases have been reported. Atresia of 
the esophagus is much more common, and some 500 
cases of congenital atresia have been reported. Dur- 
ing the past 12 years atresia has been observed in 
63 infants at the University of Michigan Hospital, 
Ann Arbor, but tracheoesophageal fistula with no 
other lesion of the esophagus was observed in only 
2, an incidence of about 3 per cent of all congenital 
esophageal lesions. 

Diagnosis of fistula unaccompanied by atresia is 
difficult to establish. Esophagoscopy and broncho- 
scopy are useful and if the fistula cannot be seen, 
bronchoscopy following a swallow of colored fluid 
such as methylene blue is suggested as an aid. Roent- 
genography should be done in the prone position so 
that iodized oil will readily pass from the esophagus 
into the trachea. A suggestive, although not a diag- 
nostic roentgenologic sign, is the presence of an un- 
usually large amount of air in the stomach or duo- 
denum. Surgical closure of the fistula is recommend- 
ed as soon as it is diagnosed. 

A detailed case report of the closure of a congenital 
tracheoesophageal fistula in a 4 year old boy with no 
other lesion in the esophagus is given. There is but 
one other such case reported in the literature. 

FRANK B. QuEEN, M.D. 


The Management of the Pulmonary ‘‘Coin”’ Lesion. 
E. J. O’Brien, WittraM M. TuTTLe, and JosEpH 
FERKANEY. Surg. Clin. N. America, 1948, 28: 1313. 


Because of the high incidence of malignancy and 
inadequacy of diagnostic methods in rounded tu- 
mors, or “coin” lesions, appearing in the lung par- 
enchyma, a radical attitude toward their treatment 
appears justified. Such tumors may be (1) malig- 
nant or benign tumors, (2) tuberculosis, (3) chronic 
indolent abscesses, or (4) metastatic tumors. In 21 
cases no definite diagnosis could be made prior to 
operation. One patient had inoperable carcinoma, 
while 20 patients were subjected to resection. The 
diagnosis was bronchogenic carcinoma in 8 patients, 
sarcoma in 1 patient, tuberculoma in 8 patients, cyst 
in 1 patient, abscess in 2 patients, and chondroma in 
1 patient. No patient died as a result of the surgical 
procedure. 

The symptoms of such “‘coin” lesions are minimal, 
and the lesions are usually discovered during a rou- 
tine or incidental roentgen examination of the chest. 
Of the 21 patients in this series, only 10 had symp- 
toms related to the tumor mass; cough and hemopty- 
sis were the most common ones. 

Roentgenography, bronchoscopy, and bacteriolog- 
ical and cytological examination of the sputum may 
be entirely inadequate in establishing a diagnosis. 
To temporize is to waste time and perhaps life. Most 
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of the lesions concerned in the differential diagnosis 
are best treated by pulmonary resection, and hence 
in the interest of the patient’s well-being and good 
medicine, this method of therapy is advocated. 
Jesse E. Toompson, M.D. 


Primary Pulmonary Malignancy. ALTON OCHSNER, 
MIcHAEL DEBAKEY, CHARLES E. DUNLAP, and 
Irvine Ricuman. J. Thorac. Surg., 1948, 17: 573 


During the 15 years since the first successful 
pneumonectomy was done for cancer of the lung, the 
concepts formerly held have been radically modified. 
Cancer of the lung is now recognized as curable in a 
significant number of cases and the basic technical 
principles for pneumonectomy have been standard- 
ized. The present problems of management are con- 
cerned with how to extend the benefits of surgery to 
more patients. The usual signs and symptoms are 
seldom all present in any given case and exploration 
for unexplained chest symptoms is justified. 

The most valuable diagnostic procedure is roent- 
genography. Routine roentgenograms revealed re- 
sectable cancers in 7 of 195 patients without pul- 
monary symptoms, emphasizing their value in the 
examination of all men of middle age or more. 
Bronchoscopic biopsy is the most accurate procedure 
when applicable, although it cannot be used in pe- 
ripheral tumors. Bronchoscopy was done in 161 of 
the 195 patients resected. In 108 of these the lesion 
was visualized (67.2%), and in 100 a biopsy was 
taken. Seventy-four per cent of the lesions biopsied 
were positive for cancer. Thus, positive biopsy evi- 
dence for cancer was obtained in 46 per cent of the 
161 patients bronchoscoped, or in 38 per cent of the 
195 patients resected. This is about the same pro- 
portion of cases in which lesions in the resected speci- 
mens were found to be in the range of bronchoscopic 
visualization. 

A total of 548 patients with primary lung cancer 
were observed during the 14 year period. These fell 
into the following groups: 


Percent of 
Total Cases 





Total cases 548 100 





Considered inoperable 194 





Operable 354 





Refused surgery 47 (13-3%) 





Explored 307 
112 (36.5%) 
195 (63.5%) 





Nonresectable 





Resectable 





Hospital deaths 





Resectable cases 45 (23%) 











Nonresectable cases 27 (24.1%) 





Thus, of every 3 patients, when first seen 1 already 
had an obvious inoperable lesion, 1 was found to be 
inoperable at exploration (or refused operation), and 
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1 had a resectable lesion. Seventy per cent of all re- 
sections done were considered palliative rather than 
curative. However, these were thought to be justi- 
fied because the patients’ remaining span of life was 
made more comfortable, and their average survival 
increased. 

Approximately one-half of the hospital deaths are 
attributable to cardiovascular disturbances, one- 
quarter to respiratory disorders, and the remainder 
to hemorrhage and miscellaneous causes. There has, 
however, been a steady improvement in hospital 
mortality with a.decrease of from 54.5 per cent dur- 
ing the first 5 year period to 16.4 per cent during the 
1947-48 period. 

The survival rate for the curative resection group 
at the end of 5 years was 41.6 per cent, while in the 
palliative group the survival rate was but 12.5 per 
cent. None of the patients who were explored only 
and none of the unexplored patients survived more 
than 3 years. If a patient lived through the second 
year following resection he had a good chance of 
being alive at the end of 5 years, for the survival 
rate continues almost as a plateau from the end of 
the second year through the fifth year. 

In the cases in which histologic material was avail- 
able for review the following lesions were found: 


Cases 
Carcinoma 190 
Epidermoid type 
Undifferentiated 
Adenocarcinoma 
Neurofibroma 


Lymphosarcoma 
Melanoma 


The epidermoid cancers were predominantly cen- 
tral (59%), and the adenocarcinomas were predomi- 
nately peripheral (64%). Undifferentiated carci- 
nomas were about evenly divided as to location. In 
men epidermoid carcinoma occurred two and one- 
half times as often as adenocarcinoma, while in 
women this ratio was reversed, with adenocarcinoma 
being nearly 5 times as frequent as epidermoid can- 
cer. Epidermoid and undifferentiated cancers oc- 
curred in higher proportion in older age groups than 
the adenocarcinomas, while the distribution of the 
two histologic types was about equal in the younger 
group. The sex ratio in the 190 cases of cancer was 
163 men to 27 women—a ratio of 6 to 1. 

The poorest survival rate was found with undif- 
ferentiated carcinoma and the best with epidermoid 
carcinoma. The 5 year survival period was more 
frequent in women than in men. 

FRANK B. QuEEN, M.D. 


The Role of Pleural Exudation in Infection Follow- 
ing Pneumonectomy. JoHN T. SMALL and GEORGE 
M. Hicerns. Surgery, 1948, 24: 628. 


The authors proposed to study the nature and ori- 
gin of the pleural exudate which enters the pleural 
space after removal of a lung, and to contrast it with 
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exudates which have been produced artificially by 
foreign irritants. They wished to study the periph- 
eral blood during the time that the exudate was 
entering the space, and to study the cytologic cor- 
relation which may exist between the blood and the 
pleural fluid. They planned to study the histologic 
changes in the pleural membranes during the time 
when the exudate was forming. The addition to the 
pleural space of various substances, such as plasma, 
drolan, or gelatin foam, in order to obliterate the so- 
called dead space, was studied. 

Emphasis was given in this study to the immediate 
postoperative period, when infection was most likely 
to occur and when the exudate was rapidly accumu- 
lating. Observations have been made on animals up 
to 1 year after pneumonectomy but these data are 
not included. 

The following conclusions have been reached in 
this study: 

Small amounts of pleural fluid may be obtained 
from the pleural spaces of laboratory animals. Cyto- 
logically, this fluid is rich in mononuclear leucocytes 
and the concentration of these cells appears to bear 
some definite relationship to the natural resistance 
known to occur in certain species. 

A pleural effusion invariably occurs after pneu- 
monectomy. This effusion is the apparent result of 
an irritation of the diaphragmatic, mediastinal, and 
costal pleural membranes, incited by the changes in 
pressure which are exerted by the respiratory move- 
ments. 

The cytologic patterns of these pleural exudates 
are definite and resemble those which obtain in any 
inflammatory reaction. The initial response is an 
infiltration of polymorphonuclear leucocytes in such 
tremendous numbers as to induce a simultaneous 
leucopenia and to indicate cell origin from blood 
stream reserves. The secondary response includes 
the infiltration of mononuclear phagocytes derived 
largely from adjacent tissues but partly also from 
the blood lymphocytes. 

The dilution of effusions with either plasma, blood 
substitutes, or irritating drug solutions is accompa- 
nied by increased morbidity and mortality rates in 
these experimental animals. Moderate concentra- 
tions of penicillin and streptomycin in the pleural 
spaces do not disturb the cell content of exudates or 
unfavorably affect the mortality rate. 

The amount of the pleural effusion after pneu- 
monectomy may be greatly reduced by the elimi- 
nation of the so-called dead space with an inert pack- 
ing of gelatin foam. 

The mediastinal pleura is comparable in certain 
of its functions to the greater omentum of the perito- 
neum. 

An early postoperative decrease of erythrocytes 
and hemoglobin is due to loss of blood at operation 
and not to loss of pulmonary tissue per se. 

The inflammatory response of the pleura is be- 
lieved to be comparable to that of the peritoneum 
when this protective mechanism is not grossly 
disturbed. 
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HEART AND PERICARDIUM 


Battle Wounds and Injuries of the Heart and Peri- 
cardium. Pau C. Samson. Ann. Surg., 1948, 127: 
1127. 


This is a survey of 75 patients with wounds of the 
heart or pericardium cared for by surgeons of the 
Second Auxiliary Surgical Group in field and evacua- 
tion hospitals. This is an incidence of 3.3 per cent 
of patients with thoracic and thoracic-abdominal in- 
juries. Of the series 18 had wounds of the pericar- 
dium only. 

Diagnosis in a forward hospital was sometimes 
difficult because of limited facilities. 

Roentgenography and fluoroscopy were discussed 
as aids to diagnosis. Anoxia symptoms and signs of 
cardiac dysfunction including arrhythmia, systolic 
apical murmur, paradoxical pulse, friction rubs, and 
tamponade were listed and discussed. 

The wounds were classed pathologically as myo- 
cardial contusion, pure lacerated or the incised type 
of wounds, laceration with myocardial contusion, 
penetrating and perforating wounds of the cham- 
bers, and embolus to the heart. 

Ten of the 16 wounds of the myocardium exposed 
were not repaired. Of the 13 wounds of cardiac 
chambers, 10 were completely closed. In 5 of all 
the wounds in which the pericardium was opened it 
was sutured tightly. In the remainder the pericar- 
dium was drained. In 2 of the tightly sutured cases 
massive troublesome pericardial effusion occurred. 
This was not encountered in the series with drainage. 

There were 30 deaths in the series. All occurred 
more than 48 hours following operation. None was 
due to pericardial involvement. Twenty-seven deaths 
occurred among 57 patients with myocardial lesions; 
of these, 20 were due directly to the heart. 

The author suggests three problems to be answered 
when the time and place for cardiac surgery in war 
wounds is considered: (1) can the cardiac lesion it- 
self be corrected by surgery? (2) should this surgery 
be performed in a forward hospital or at the base? 
and (3) what is the effect of the cardiac status on 
the patient’s ability to withstand needed surgery for 
other wounds? 

Contusion, per se, is not a surgical lesion and a de- 
cision must be made as to when to operate on con- 
comitant wounds. 

Early thoracotomy for the express purpose of 
suturing cardiac lesions is discussed. The chief indi- 
cation should be manifestation of continuing hemor- 
rhage or immediate tamponade. 

Immediate signs of cardiac dysfunction indicating 
contusion should delay surgery. Recurring or de- 
layed episodes of myocardial irritation should indi- 
cate corrective surgery. 

For most cases an anterior surgical approach is 
greatly preferable when a surgical cardiac wound is 
diagnosed. Transpleural approach is advised. The 
injection of 5 per cent procaine into the pericardial 
sac is advised before exposure of the heart. Suture 
material should be of braided oo or 000 silk, prefer- 
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ably oiled or waxed. Small-eyed or atraumatic 
needles are advised. Free muscle grafts and peri- 
cardial reinforcements are suggested. 

Ligature, the use of metal clips, or both, on 
branches of bleeding coronary arteries is discussed. 
The sternum when transected should be replaced 
with firm wiring. |W. Foster MontcomeEry, M.D. 


Revascularization of the Heart. CiaupE S. BEck. 
Ann. Surg., 1948, 128: 854. 

A third method for revascularization of the heart 
is presented. This method consists of arterialization 
of the sinus. Arterialization of the coronary sinus 
was accomplished by grafting a systemic artery into 
the sinus and also by making a new branch from the 
aorta to the sinus with a free graft of artery or vein. 

Arterialization of the coronary sinus is effective 
physiologically. After anastomosis has been made it 
is possible to ligate a major coronary artery with 
little or no mortality and with little or no infarction. 

Various problems concerning circulation in the 
heart invite further study. One patient with severe 
coronary artery disease was operated upon. A free 
graft of brachial artery was placed between the aorta 
and coronary sinus. A fresh infarct developed in the 
interventricular septum probably at the time of op- 
eration. The anastomosis was patent at the time of 
death 1 day later. Joun J. Matoney, M.D. 


Neoplastic Metastasis to the Heart. AARON M. LEr- 
Kovits. Am. Heart J., 1948, 36: 610. 


Metastatic involvement of the heart by tumor 
growth is not too infrequent. The purpose of this 
article was to record an unusual case, and to describe 
5 other cases. 

The first case reported was that of a 48 year old 
white male who had had a history of acid cautery of 
a black mole of the chest. He was first seen with 
numerous subcutaneous nodules. At this time the 
heart was enlarged, the rhythm was regular, the 
rate was 116 per minute, the sounds were of good 
quality, the blood pressure was 108/64, and there 
was a faint systolic murmur over the base. There was 
x-ray evidence of slight cardiac enlargement. Biopsy 
of a nodule confirmed the diagnosis of malignant 
melanoma. The patient died 13 days after admission. 
Autopsy revealed nodular infiltration over the sur- 
face of the heart and over the endocardium. Section 
of the heart muscle revealed extensive infiltration. 

The author reports 5 additional cases, 3 of malig- 
nant melanoma, 1 case of bronchogenic carcinoma, 
and 1 of embryonal carcinoma of the left testicle. 

The author points out that the failure to diagnose 
metastatic disease of the heart is the absence of any 
characteristic symptoms or signs. In the cases 
presented, tachycardia, otherwise unexplained, was 
the only constant finding. The electrocardiogram 
was of no help. The author states that cardiac metas- 
tasis should be considered in any patient with 
malignant disease who has an unexplained tachy- 
cardia, even if other heart findings are negative. 

RosBeErT E. Fiorer, M.D. 


Chronic Constrictive Pericarditis Over the Left 
Heart Chambers and Its Surgical Relief. Paut 
D. Waite, FRED ALEXANDER, EpwarpD D. CHURCH- 
ILL, and RicHarp H. Sweet. Am. J. M. Sc., 1948, 
216: 378. 


Three case histories are presented of young adult 
males who suffered from chronic constrictive peri- 
carditis involving preponderantly the left heart 
chambers and who required decortication (partial 
pericardiectomy) for relief. One patient died from a 
peripheral arterial embolism after two unsuccessful 
pericardial resections and an omentopexy. The 2 
other patients have been greatly benefited by the 
removal of the pericardium from the left auricle and 
left ventricle. 

In the 3 patients clinical evidence suggested the 
diagnosis of chronic constrictive pericarditis. An ac- 
centuated pulmonary second sound was present. 
There was cardiac enlargement involving the right 
ventricle, a shift of the electrocardiographic axis de- 
viation to the right and a persistence of chronic con- 
gestion. A measurement of the pulmonary blood pres- 
sure by cardiac catheterization was an important 
test of the left heart chambers in 2 of the patients, 
and the marked elevation comfirmed the constric- 
tion of the left heart chambers which produced a 
syndrome like that of mitral stenosis in its effect on 
the pulmonary circulation and the right heart. 

OrvILLE F. Grimes, M.D. 


The Surgical Treatment of the Infantile Type of 
Coarctation of the Aorta. JULIAN JOHNSON and 
Cuartes K. Krrpy. Ann. Surg., 1948, 127: 1119. 


Coarctation of the aorta may be divided into two 
types: (1) the infantile type in which there is an 
elongated narrowing at the isthmus, and (2) the 
adult type in which there is an abrupt constriction 
at or near the ductus arteriosus. Because statistics 
show that 66 per cent of the patients with the adult 
type of coarctation will die as the result of associated 
hypertension there seems to be sufficient indication 
for attempts at surgical correction. 

The first operation for coarctation was done by 
Crafoord of Stockholm in 1944. 

The authors report operations on 3 patients with 
coarctation of the aorta of the infantile type. In all 
3 the constricted area extended over a distance of 
several centimeters. In each it was impossible to 
perform the type of operation used by Crafoord or 
Gross, so attempts were made (successful in 2 of the 
3) to turn the left subclavian artery down to bridge 
the defect. 

The cases are reported in detail. The first patient 
obtained a good result with return to normal of the 
blood pressure in the upper extremities. The second 
patient’s systolic blood pressure did not fall although 
the diastolic pressure returned to normal. 

It was necessary to abandon the operation on the 
third patient because of the friability of the vessels 
due to atheromatous changes. 

In the infantile type of coarctation, excision of the 
area and end-to-end anastomosis will probably never 
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be feasible. If the subclavian artery is to be used the 
question will always arise as to whether the blood 
flow is materially increased by the procedure. 
The problem of age, and the decision to operate 
. present several problems. If done too early there is 
some question as to whether the site of anastomosis 
will grow with the patient. If it is done too late the 
vessel wall may be so friable as to make suture 
hazardous. The period between the ages of 12 and 
14 years would seem to be the most satisfactory one 
for operation. W. Foster Montcomery, M.D. 


ESOPHAGUS AND MEDIASTINUM 


The Treatment of Congenital Atresia of the Esoph- 
agus from a Technical Point of View. Pu. 
SANDBLOM. Acta chir. scand., 1948, 97: 25. 


Congenital esophageal stenosis is less common 
than esophageal atresia. Although most instances 
of esophageal atresia are associated with tracheo- 
esophageal fistula and are quite similar, esophageal 
stenoses take various forms and occur at all levels 
of the esophagus. The two conditions are probably 
caused by different developmental defects, atresias 
arising at an early stage when the fetal lung buds are 
separating from the fore gut, and stenoses occurring 
at a later period when the digestive canal has be- 
come a solid epithelial structure. Stenoses are be- 
lieved to develop much in a manner comparable to 
intestinal atresias. 

Findlay, in a collected series of 80 cases, classified 
four types of esophageal stenoses: 

1. Narrowing of the lumen or constriction of the 
esophagus for a short distance. This is attributed 
to failure of opening of the esophageal wall in devel- 
opment. 

2. A membranous diaphragm, believed due to a 
failure of proper channelization of the solid epithelial 
cord so that a portion of it persists as a diaphragm 
with a large or small opening located either centrally 
or eccentrically. 

3. Localized fibrous or fibromuscular thickening 
of the wall of the esophagus of unknown etiology. 

4. Spasm, a lack of proper co-ordination of the 
esophageal muscular activity. Cardiospasm is the 
most common example of this. Although some in- 
vestigators have claimed a structural change in Auer- 
bach’s plexus with this disorder, the etiology in gen- 
eral is regarded as unknown. 

Usually the proximal portion of the esophagus be- 
comes dilated and hypertrophied, and in some in- 
stances a diverticulum may form. 

Dysphagia and regurgitation are the manifesta- 
tions of esophageal stenosis, the latter usually occur- 
ring in direct association with food ingestion. If food 
remains within the esophagus, inflammatory changes 
often occur with exacerbations of symptoms. Acute 
aggravation of the symptoms is also found in ca- 
tarrhal conditions which cause swelling of the mu- 
cous membranes. 

In the very pronounced stenoses, symptoms may 
be present from birth, but in less severe cases they 
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do not arise until the child commences to take solid 
food. In those cases in which symptoms begin at a 
later date, it is probable that a less severe stenosis 
exists which is increased by some inflammatory pro- 
cess in later life. In these instances it is difficult to 
establish definitely whether the stenosis is of con- 
genital origin. 

When esophageal stenosis is suspected, a barium 
swallow and endoscopy should be done. Differential 
diagnosis includes: traumatic and chemical stricture, 
a congenitally short esophagus (which may be dis- 
tinguished by the presence of gastric mucosa within 
the chest below the point of narrowing), and cardio- 
spasm with hypertrophy of the musculature proxi- 
mal to the site of the lesion. 

Early treatment involves a dietary regimen with 
avoidance of solid foods, and dilatation by bougies, 
sometimes complemented by division of an obstruct- 
ing membrane at endoscopy. Such treatment as 
this is effective only in those cases with a membran- 
ous diaphragm, and usually does not appreciably 
help a fibromuscular stricture or long area of narrow- 
ing. In these cases surgical intervention is indicated. 
This is easiest when the stricture is located very high 
or low. As early as 1892 Brenner described a case of 
high esophageal stenosis in which he effected a widen- 
ing of the stenosis and closure of a tracheoesophageal 
fistula by esophagotomy. Others have successfully 
operated on stenoses above the cardia by the trans- 
abdominal approach. There have been a few patients 
with stenoses located in the middle third who were 
cured by operation. 

The report of a 10 month old girl who had vomited 
frequently since birth is given. Following an attack 
of pharyngitis at the age of 9 months her dysphagia 
increased markedly so that she was unable to swal- 
low any food or fluids. Roentgen examination after 
the ingestion of barium paste showed a stenosis at 
the junction of the lower and middle thirds of the 
esophagus. The esophagus was distended both be- 
low and above this point. Because of the rigidity 
and firmness of this stricture, no attempt at dilata- 
tion was made, but surgical intervention was advised. 

Under endotracheal anesthesia a right posterior 
retropleural approach was used with a vertical in- 
cision between the spine and scapula. The pleura 
was reflected medially and the azygos vein and vagus 
nerve were divided to facilitate approach to the re- 
gion. At the junction of the middle and lower thirds 
of the esophagus there was a fibrous induration of 
the esophagus about 1.5 cm. in length. This was 
corrected by a Heineke-Mikulicz plastic procedure 
which consisted of making a vertical incision and 
closing it transversely. Before the incision was closed 
a sound was passed through the esophagus to ascer- 
tain that no other strictures were present. After 
suturing was completed saline solution was injected 
to determine the adequacy of the repair. The opera- 
tive field was drained and the wound cavity filled 
with penicillin solution. On the following day a 
Witzel gastrostomy was done. The postoperative 
course was uneventful. Oral ingestion was begun on 
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the fourteenth day and the gastrostomy was closed 
to days later. One month after the operation semi- 
liquid food could be swallowed without difficulty. 
Roentgen-ray examination 6 months later showed a 
dilated, wide passage at the site of the old stenosis, 
but a marked narrowing just above the cardia. En- 
doscopy revealed a membranous fold at this location. 
This was dilated and there was complete relief of 
the dysphagia. Ten months after the first operation, 
x-ray examination showed no obstruction in the eso- 
phagus. 

The author considers the retropleural approach 
better than the transpleural route since the dangers 
of an opened cavity are avoided. He advises the use 
of a Heineke-Mikulicz procedure when feasible rath- 
er than an anastomosis. The testing of esophageal 
suture by the injection of saline solution into the 
esophagus under pressure is advocated. A stenosis 
of greater length than in the patient presented here 
should be resected with an end-to-end esophageal 
anastomosis or an esophagogastrostomy. 

C. FREDERICK KiTTtLE, M.D. 


Spontaneous Rupture of the Esophagus. Jutran A. 
Moore and James D. Murpny. J. Thorac. Surg., 
1948, 17: 632. 

The difficulties in diagnosis and surgical manage- 
ment of spontaneous rupture of the esophagus are 
illustrated in the case presented, in which the authors 
report a recovery. The first impression was that of a 
ruptured peptic ulcer, and the laparotomy performed 
revealed no pathology. Attention was centered on 
the left thorax during the postoperative period and 
a perforated ulcer in the stomach (which was found 
herniated through the diaphragm) was suspected. 
The rupture of the esophagus was discovered at the 
time of the transthoracic operation for correction of 
the hernia and drainage of an empyema. A rent 4 
cm. long was present in the anterolateral esophagus 
just above the diaphragm and an esophagogastro- 
plasty was performed by means of silk sutures. A 
jejunostomy was used for feeding. Penicillin was 
given intramuscularly. The postoperative convales- 
cence was uneventful, and roentgenograms taken 2 
and 4 months following surgery showed the stomach 
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in the abdomen, the lung re-expanded, and a normal- 
appearing esophagus. The patient was discharged 
completely recovered 5 months after the rupture of 
the esophagus had occurred. 

The diagnosis of rupture of the esophagus is to be 
suspected when there is severe upper abdominal pain 
associated with vomiting, particularly of blood, and 
especially when this is accompanied with cervical 
emphysema and pneumothorax. Roentgen findings 
of a pocket of gas behind the heart are considered a 
diagnostic aid by the authors. 

Treatment should include drainage of the thors cic 
cavity, jejunostomy for feedings, intravenous fluids 
to supplement jejunostomy feedings and adequate 
antibiotics. The esophagus should be repaired only 
when the patient’s condition permits. 

W. Harrison MEsgn, M.D. 


Benign Pedunculated Tumors of the Esophagus. 
Raymonp C. BEELER, JAMES N. COLLINS, and 
Marvin F. Hari. Am. J. Roentg., 1948, 60: 466. 


Benign pedunculated tumors of the esophagus are 
rare and may be encountered unexpectedly on rou- 
tine examination since symptoms may be mild or 
absent. Those in the upper third of the esophagus 
are single and arise in the region where esophageal 
diverticula commonly have their origin; those in the 
middle and distal thirds may be multiple. The 
single tumors which arise in the uppermost portion 
of the esophagus occur as a result of the greater 
elasticity of the esophageal mucous membrane in 
this region. The tumors are smooth, variable in 
size, and may have multiple projections. Histologi- 
cally they are usually fibrolipomas. The diagnosis 
can be made roentgenologically if such a tumor is 
suspected. Occasionally the tumors present in the 
mouth and the diagnosis is then obvious. 

A case is reported of a 70 year old male with 
upper esophageal symptoms of 12 years’ duration. 
The bifid pedunculated tumor could be regurgi- 
tated into the mouth and then swallowed. It was 
successfully removed under direct vision through the 
oropharynx and the patient was asymptomatic 
when seen 4 years later. 

Jesse E. Toompson, M.D. 
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ABDOMINAL WALL AND PERITONEUM 


The Treatment of Primary and Recurrent Inguinal 
Hernia by Skin Graft (El tratamienta de las her- 
nias inguinales primarias y recidivadas con injerto de 
piel). VICENTE F. Pataro and Dieco E. ZAvALETA. 
Dia Méd., B. Air., 1948, 20: 2350. 

Irrespective of the surgical method employed, 
hernial recurrence is high and the results for the most 
part are poor. The excellent results obtained even in 
large hernias by the cutaneous graft technique rec- 
ommend its use. Indications include repair of large 
hernias in which there is disintegration of the ana- 
tomic elements, repair of certain primary hernias in 
which radical surgical cure is likely to be disappoint- 
ing, recurrent hernias, and postoperative eventra- 
tion. 

After careful preparation of the skin, an elliptical 
incision of the skin is made over the hernia, (roughly 
5 by 2.5 cm.). The upper apex is squared off and the 
skin cut longitudinally down the center sufficiently 
far enough to permit the passage and enclosure of 
the cord. The skin is then sutured as a collar about 
the cord and the margins are attached to the internal 
muscular border, to Poupart’s and Cooper’s liga- 
ments, and to the symphysis pubis, care being taken 
to keep the tension uniform. The cord is conse- 
quently displaced and the skin flap constitutes the 
floor of the inguinal canal. The principle is the same 
in recurrent hernias; however, the source of the graft 
may be remote. 

In the 59 cases in which the method was employed 
the results were most encouraging. 

STEPHEN A. ZIEMAN, M.D. 


A Review of Femoral Hernias. ANnpREw G. BuTTERS. 


Brit. M.J., 1948, 2: 743. 


The author reviews the cases of 178 patients with 
femoral hernia who were operated upon in the period 
from 1942 to 1946 at the Royal Hospital in Sheffield. 

Of 120 patients all were operated upon by the low 
method for femoral hernia repair. There were no 
recurrences among the 54 male patients, but 4 re- 
currences among the 66 females. No increased likeli- 
hood of recurrence could be demonstrated in the 
aged as compared with the young, in relation to 
heavy work or chronic cough, or in relation to stran- 
gulation. However, 7 per cent of the patients subse- 
quently developed inguinal hernia on the same side 
as the femoral repair. 

The chief cause for recurrence was found to be 
failure to remove the sac adequately. There is a 
tendency to transfix the sac too low down and to 
omit proper cleaning of its neck to permit complete 
retraction through the femoral canal. 

The author concludes that the low operation is 
suitable for almost every case and gives the most 
satisfactory results. Epwarp W. G1sss, M.D. 


Repair of Femoral Hernia with a ‘‘Postage Stamp”’ 
Fascial Graft. H. A. Kipp. Brit. M. J., 1948, 2: 
745. 

A method is described for the repair of femoral 
hernia with a fascial flap. The principle of the opera- 
tion is to cut a rectangular section of external oblique 
aponeurosis and let the attachment to Poupart’s 
ligament remain intact and then swing this section 
down so that the free margin can be sutured to the 
periosteum of the pubic ramus and thus close the 
femoral canal by a trap door of living fascia. 

The author reports on 53 repairs by this method 
with 2 recurrences. Two patients subsequently de- 
veloped direct inguinal hernia. 

EDWARD W. Grsss, M.D. 


GASTROINTESTINAL TRACT 


Polypoid Adenomatosis of the Entire Gastrointes- 
tinal Tract. Marx M. Ravitcn. Ann. Surg., 
1948, 128: 283. 

Two interesting cases demonstrating polypoid 
adenomatosis of the entire gastrointestinal tract are 
reported. 

The first case was that of a white male infant, who 
was seen initially at the age of 10 months. From 
birth he had suffered diarrhea with numerous large, 
foul stools containing unchanged food. Duodenal 
enzyme studies did not support a diagnosis of cystic 
fibrosis of the pancreas, but a rectal prolapse ex- 
posed many polypoid tumors of the rectal mucosa. 
Gastrointestinal roentgenograms finally showed nu- 
merous polyps in the colon, but none in the small 
intestine. At the age of 18 months he was operated 
upon for intussusception, which was resected. Many 
polyps were felt in the small bowel above the intus- 
susception and many polyps were found in the re- 
sected ileum. Death occurred 24 hours after opera- 
tion. The autopsy revealed that the entire gastro- 
intestinal tract was involved by innumerable poly- 
poid tumors which extended from stomach to anus 
with no uninvolved areas intervening. 

The second case was that of a 16 year old white 
girl whose history revealed that at the age of 6 she 
presented complaints of bloody stools, anemia, and 
abdominal pain, and at operation, two widely sepa- 
rated intussusceptions of the small bowel, both asso- 
ciated with polyps, were reduced and the polyps 
excised. Another laparotomy was performed at the 
age of 14 for the division of obstructing bands of 
adhesions. Sigmoidoscopic and repeated roentgen 
studies of the entire gastrointestinal tract were nega- 
tive. At the last hospital admission she was found 
to have a severe secondary anemia, blood in the 
stools, and frequent abdominal cramps. Sigmoidos- 
copy revealed two small rectal polyps, but gastro- 
intestinal roentgenograms failed to reveal any polyps. 
At operation two large polyps were removed from 
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the stomach by gastrotomy, a 100 cm. long seg- 
ment of jejunum containing eight large peduncu- 
lated polyps was excised, and end-to-end anastomosis 
was performed. Recovery from the operation was 
smooth and the patient was discharged. An interest- 
ing feature of this case was the observation of pig- 
mentation of the buccal mucosa. 

Polypoid adenomatosis of the colon. In true poly- 
poid adenomatosis, the colon is the seat of innumer- 
able polyps and the disease is familial and inevitably 
results in the development of cancer in one or several 
of the adenomas. This is in contradistinction to pa- 
tients who have only a few, six or eight, polyps of 
the colon. The latter disease is not familial and the 
development of cancer not so certain; consequently 
treatment can be less radical in that excision of the 
polyps alone will be adequate. True polypoid adeno- 
matosis should be treated by total colectomy with a 
permanent ileostomy. 

Polypoid adenomatosis of the small intestine. 
Adenomatosis of the small intestine is familial only 
occasionally and malignant degeneration is uncom- 
mon. It is characterized clinically by abdominal 
discomfort which is frequently of an obstructive na- 
ture and leads to operation for the correction of in- 
tussusception. Some of the patients have pigmen- 
tation of the buccal mucosa, which has been found to 
be associated with intestinal polyps. Treatment 
consists of resection of the intussusception segment 
containing polyps. At operation, if all the polyps 
are in one segment, it should be resected, but if the 
entire small intestine is involved, only the offending 
areas are resected. 

Polypoid adenomatosis of the stomach. Polyps of 
the stomach may be peculiarly silent, although they 
may cause indigestion, melena, hematemesis, or 
obstruction. Malignant degeneration may be as fre- 
quent as in polypoid adenomatosis of the colon, and 
the two are frequently associated. Roentgenograms 
are frequently negative. The treatment of choice is 
radical gastrectomy when polyposis does not exist 
elsewhere in the gastrointestinal tract. 

Polypoid adenomatosis of the entire gastrointestinal 
tract. This condition is rare and only 2 substantiated 
cases have been found which are similar to the case 
first presented in this report, in that adenomatosis 
carpeted the intestinal tract from the cardia to the 
anus. There were 10 additional cases in which each 
segment of the intestinal tract, beginning with the 
stomach, had at least a few polyps. All these cases 
are described. 

Polypoid adenomatosis of the small and large intes- 
tine. There are a number of reports of adenomatosis 
with this distribution of lesions. The histories com- 
bine the pain and repeated intussusception of adeno- 
matosis of the small intestine with the diarrhea and 
malignant degeneration of adenomatosis of the large 
intestine. The condition usually is not familial. In 
the absence of a familial history in patients with 
adenomatosis of the colon, the small intestine must 
be explored before a colectomy is performed. If 
adenomas are widespread and numerous, the condi- 


tion is therapeutically hopeless. However, resection 
may be feasible if the tumors involve only a few 
bowel segments of limited extent or if only a few 
large polyps are scattered about. A number of these 
cases are described. Ernest D. BLOOMENTHAL, M.D. 


Follow-Up of Vagotomy Pius Gastroenterostomy or 
Pyloroplasty for Ulcer. E. N. Cottins, GEORGE 
CRILE, JRr., and J. B. Davis. Gastroenterology, 1948, 
II: 453. 


During the past 28 months the authors have 
studied 240 patients who have been subjected to 
bilateral vagotomy at the Cleveland Clinic Hospital. 
Of these, 129 patients have undergone bilateral 
transabdominal vagotomy for either a duodenal 
or jejunal ulcer, in addition to which some ancillary 
procedure, such as gastroenterostomy or pyloro- 
plasty, was added to facilitate the emptying of the 
vagotomized stomach. 

The percentage of follow-up studies was excellent 
and the shortest follow-up period was 5 months, the 
longest 18 months, and the average 11 months. 
Jejunal ulcers occurring after gastric resection were 
not considered in this study. 

The authors conclude that an experience of many 
years is necessary before a final appraisal of this or 
any other form of treatment for peptic ulcer is con- 
clusive. They state that approximately 85 per cent 
of their patients with duodenal ulcer are considered 
to be satisfactory candidates for medical manage- 
ment alone. The group of patients presented in this 
report were those who had not made satisfactory 
progress on a medical regimen and were therefore 
subjected to surgery. 

One death occurred in the entire group of 84 cases. 
Of the remaining 83 patients, all had intractable 
pain and 29 had had gastric hemorrhage as well. 
Eight patients had had bowel perforation, multiple 
in 2, and 27 patients had symptoms of pyloric ob- 
struction. The authors conclude that in their ex- 
perience the patients having complicated duodenal 
or jejunal ulcers have shown better results following 
vagotomy than a comparable series of patients un- 
dergoing gastric resection or gastroenterostomy 
alone, the follow-ups being made over a similar 
period of time. 

None of the patients subjected to operation has as 
yet developed any objective evidence of a recurrent 
ulcer. No patient has developed a jejunal or margi- 
nal ulcer at the site of the gastroenterostomy or py- 
loroplasty. It is the feeling of these surgeons that 
when surgery is indicated for complicated duodenal 
or jejunal ulcer, bilateral vagotomy plus gastroen- 
terostomy or pyloroplasty is the procedure of choice. 

Epwarp F. Lewison, M.D. 


Management of Massively Bleeding Peptic Ulcer. 

Joun. D. Stewart, SipNEY M. SCHAER, WILLIAM 

H. Porter, and ALFRED J. MASSOVER. Ann. Surg., 
1948, 128: 791. 

The authors report their experience in the treat- 

ment of massively bleeding peptic ulcer by imme- 
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diate large blood transfusions and early gastric resec- 
tion. Their series consisted of 54 patients, 33 of 
whom were operated upon and 21 of whom were 
treated as control cases without operation. 

By early operation the authors mean subtotal gas- 
tric resection within 24 hours of admission to the 
hospital; by acute massive hemorrhage they mean 
the vomiting of blood or passage of blood by rectum 
within one week of admission, the hemorrhage being 
severe enough to depress the red cell count to 2.5 
million per cubic millimeter or less, or to reduce the 
circulating red cell volume to 60 per cent of normal 
or less. The average interval between admission and 
operation in the operative series was 9.2 hours. At 
operation a subtotal gastric resection was performed, 
an antecolic Hoffmeister anastomosis was made, and 
80 per cent of the stomach was removed. The 
authors do not use x-rays as a diagnostic aid in these 
cases. 

The patients operated upon received an average 
of 3,600 c.c. of blood as compared with 2,040 c.c. for 
the control group. The author emphasizes that des- 
pite such large amounts of transfused blood, the 
hemoglobin values remained at less than 75 per cent 
of normal. The authors found that at the end of 24 
hours 22 per cent of the administered hemoglobin 
had left the circulation, and at the end of 15 days 35 
per cent of it was missing. There was no evidence of 
hemolysis in these cases to explain the figures, and 
the author concludes that much larger amounts of 
blood are required in the replenishment therapy of 
hemorrhage than is usually realized. Elevation of 
the blood sugar was found to be the rule in the 
hemorrhagic state and this seems definitely related 
to the diminished amount of liver glycogen found by 
liver biopsies on these patients. 

In these series the mortality rates were as follows: 
for the 33 patients treated surgically, 5 deaths, or a 
15 per cent mortality, and for the 21 patients not 
operated on, 6 deaths, or a 29 per cent mortality. 
The author states that while the series is hardly 
large enough to warrant statistical analysis, all the 
men concerned in the work believe that more lives 
are saved by early adequate blood replacement and 
gastric resection than by the nonsurgical plan of 
treatment. F. J. LESEMANN, JR., M.D. 


The Prognosis and Treatment of Massive Hemor- 
rhage from Gastric and Duodenal Ulcers. Erix 
D. BarTELts. Acta med. scand., 1948, 131: Supp. 
213. p. 61. 


For this report 31 cases of fatal hematemesis and 
melena from all causes and 34 cases of fatal bleeding 
from gastric or duodenal ulcer or gastritis were 
studied. The patients were chiefly elderly or old 
people. The differential diagnosis is not easy in these 
cases and may occasionally only be made by x-ray 
examination. 

It was concluded that life-threatening hemorrhage 
from the gastrointestinal canal should be regarded as 
due to a benign disease and treated accordingly until 
malignancy is proved. The treatment of acute gas- 
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tric hemorrhage should, in the first instance, be one 
of rest, confinement to bed, and, from the very be- 
ginning, a diet rich in protein and fluid, the form of 
which is of minor importance. The first few days 
one should be on the lookout for shock symptoms 
and, if such occur, give large and frequent blood 
transfusions as well as morphine. The salt and 
electrolyte balances should be carefully watched. 

It is essential that the exact cause of the hemor- 
rhage and the severity of possible complications be 
ascertained as soon as possible. If the diagnosis is 
one of gastric or duodenal ulcer and profuse hemor- 
rhage persists for more than from 36 to 48 hours in a 
patient without severe complications, roentgen 
examination should be made and operation con- 
sidered, particularly if the patient is in the age group 
between 50 to 70. In younger patients the hemor- 
rhage will nearly always stop spontaneously. 

The author is of the opinion that about one-third 
of the patients in the present series might perhaps 
have been saved if the principles discussed had been 
carried through. The remaining two-thirds were so 
ill from other diseases or complications that probably 
no treatment would have saved them. 

Joun L. Lrnpquist, M.D. 


Considerations on 941 Interventions for Gastro- 
duodenal Perforations (Considerazioni su 941 
interventi per perforazione gastro-duodenale). LEo- 
NIDA Manzoccati. Chirurgia, 1948, 3: 105. 


All cases of gastroduodenal perforation occurring 
from 1934 to 1947, at the Polyclinic Hospital in 
Milan are analyzed by the author. During this 
time 941 patients were seen and operated upon by a 
group of 80surgeons. There has been an increasing 
number of gastric resections performed in the later 
years for perforated peptic ulcer. In 1939 and 1944 
there were no resections performed and the mortal- 
ity was 9.9 per cent and 14.8 per cent, respectively. 
In 1947 the over-all mortality was 7.5 per cent. 
During this year 22, or 33.8 per cent, of 65 cases of 
perforated ulcer were resected with a mortality of 
4.5 per cent. In 1934 the mortelity for gastric re- 
section in perforated ulcer was 60 per cent. The 
improvement is the result of treatment for shock 
and the use of sulfonamides and penicillin. With 
proper treatment for shock plus the use of sulfon- 
amides and penicillin the period within which resec- 
tion can be carried out has been extended as far as 
from 16 to 18 hours after perforation has occurred. 

The author believes that gastric resection for per- 
forated ulcer should be used more and more. Simple 
suture is resorted to only in cases in which gastric 
resection would not be used were it an elective pro- 
cedure, as in cardiacs, diabetics, or in cases of grave 
and persistent shock. The author believes that gas- 
tric resection is indicated particularly in perforation 
of marginal ulcer in which the mortality is less than 
for simple closure. 

The use of drainage has been eliminated with im- 
provement of the results, especially since the advent 
of sulfonamides and, better still, penicillin. Fewer 
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postoperative complications are encountered since 

the general use of local anesthesia has been resorted 

to, in preference to general or spinal anesthesia. 
Lucian J. Fronput1, M.D. 


Gastric Resection: The Schoemaker-Billroth I Op- 
eration. JoHN F. Hiccrnson and O. THERON 
CLAGETT. Surgery, 1948, 24: 613. 


The purpose of the authors’ presentation was to 
consider (1) the Schoemaker modification of the 
Billroth I operation, (2) some of the reasons why, 
when feasible, this operation seems better than the 
Hofmeister-Polya operation (in which the treatment 
of the stomach is the same but reconstruction of 
continuity of the intestine is different), and (3) the 
immediate results in 95 cases in which the Schoe- 
maker-Billroth I technique has been used. 

The Billroth I types of gastric operation are the 
most logical in so far as reconstruction of continuity 
of the alimentary tract is concerned and, of these, 
the Schoemaker modification is one of the easiest to 
perform, permits wide resection when desired, and 
yields the most nearly natural gastroduodenal con- 
tinuity and relationship. 

The Billroth I type of gastric operation has been 
much neglected in favor of the Polya forms of the 
Billroth II type. This neglect is largely the result of 
operations for duodenal ulcer for which only a Bill- 
roth II type of anastomosis is possible in most in- 
stances. However, it also has resulted from the gen- 
eral use of the full Polya anastomosis in cases of gas- 
tric carcinoma as well as duodenal ulcer. In this 
procedure the “‘straight-across” transection and use 
of the full mouth for anastomosis make a gastro- 
jejunostomy almost mandatory. Only occasionally 
can a von Haberer-Billroth I operation be done with 
such a gastric stump, and then only if the duodenum 
is unusually large and mobile. 

It is naturally true and obvious that a Schoemaker- 
Billroth I operation cannot always be done, because 
of a fixed or immobile duodenum, a fixed stomach, a 
stenosed or inflamed duodenum, or because resection 
along the greater curvature of the stomach is of 
necessity high. However, the various duodenal and 
gastric features must be evaluated and considered 
in each case. This is well illustrated in the extreme 
in those cases in which esophagoduodenostomy has 
been possible after total gastrectomy. 

From a physiologic standpoint the narrow stoma 
of a Schoemaker-Billroth I or a Hofmeister-Polya 
anastomosis seems better than the wide stoma of a 
full Polya anastomosis. The Schoemaker-Billroth I 
anastomosis seems better than the Hofmeister-Polya. 
The small stoma and the reconstruction of normal 
continuity by gastroduodenostomy seem to return 
the duodenum and stomach as nearly as possible to 
normal physiologic activity. 

It might be argued that the small stoma resulting 
from use of the Schoemaker-Billroth I or the Hof- 
meister-Polya technique predisposes to a greater in- 
cidence of postoperative gastric retention than does 
the larger stoma of the posterior Polya operation. 


It is possible also that this is more marked after the 
Schoemaker-Billroth I operation than after the Hof- 
meister-Polya. 

If, however, clinical impressions as to comfort, 
maintenance of body weight, and degree of post- 
prandial distress are confirmed by factual laboratory 
studies (as they seem to be so far), then the order of 
preference, when possible, would seem established 
for these methods of gastric resection. 

Immediate results in 95 cases in which the Schoe- 
maker-Billroth I technique has been used are given 
in the complete article. 


The Appraisal of Patients After Gastric Resection 
During the War (Die Bewaehrung Magenresezier- 
ter in Krisenzeiten). R. BoLterR and D. MuEsL- 
BAUER. Wien. med. Wschr., 1948, 98: 455. 


In 1943 the authors made an attempt to contact 
931 patients operated on during the period from 1936 
to 1940. This group consisted of patients with non- 
malignant lesions of the stomach, operated on ac- 
cording to the Billroth II method. The Hofmeister- 
Finsterer modification was employed nearly ex- 
clusively. 

The diagnosis was ulcer in 95 per cent and gastritis 
in 5 per cent of the cases. 

Ninety-seven patients, or 10.5 per cent, of the en- 
tire group were dead in 1943, while 632 appeared for 
a check-up. Sixty-eight per cent of them had had a 
duodenal ulcer, 23 per cent a gastric ulcer, 5 per cent 
gastritis, 2 percent botha gastricanda duodenal ulcer, 
and 2 per cent a jejunal ulcer. 

The indications for operation were as follows: 
hemorrhages, 12 per cent; perforation, 8 per cent; 
stenosis with vomiting and loss of weight, 8 per cent. 
Intractable pain, a penetrating ulcer, neurotic con- 
ditions, or simply the advice of the family physician 
accounted for the remaining 72 per cent. In other 
words, an absolute indication was present in only 28 
per cent of the entire material. 

The onset of the disease was most frequent in the 
third decade of life. The average period between the 
onset and the operation was 11 years in men and 10 
years in women. 

Of the 632 patients who appeared for a re-examina- 
tion, 214 had no complaints. Sixty-six per cent of 
those who registered some complaints had disturb- 
ances of the function of the small intestines, 32 per 
cent had gastritis of the remaining stump of the 
stomach, 32 per cent had symptoms of the “‘ittle 
stomach,” 26 per cent had hypersensitiveness to 
milk, and 20 per cent had biliary belching. Disturb- 
ances of fat digestion and anemia accounted for only 
8 per cent. It is possible that a diet rich in carbohy- 
drates and poor in fat and proteins was responsible 
for the great frequency of jejunitis. 

Approximately 20 per cent of the entire material 
showed improvement 3 years after the operation, 37 
per cent of the patients were cured, and 43 per cent 
were not benefited. The percentage of cures was 
higher in the group with gastric ulcer than in that 
with duodenal ulcer. 
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After the operation the majority of patients drifted 
toward professions not requiring physical effort. Only 
very few regained the weight that they had lost be- 
fore the operation. Josep K. Narat, M.D. 


Pyloric Stenosis Caused by the Ingestion of Corro- 
sive Substances: Report of a Case. Howarp K. 
Gray and CHesTer L. Hotmes. Surg. Clin. N. 
America, 1948, 28: 1041. 

The authors’ article is based on the report of a 
case in which pyloric stenosis developed about a 
month after the ingestion of 1.5 ounces (45 c.c.) of 
sulfuric acid. A review of the literature has disclosed 
reports of 139 other cases in which pyloric stenosis 
has followed the ingestion of a corrosive substance. 

The ingestion of caustic alkalies injures the esoph- 
agus and frequently causes cicatricial stenosis of this 
organ. Although corrosive alkalies are usually 
quickly neutralized after they enter the stomach, 
gastric or pyloric stenosis occurs in about 20 per cent 
of the cases in which these corrosives are ingested. 

The effect of ingested acids is noted generally as a 
pyloric or antral stenosis. This usually causes symp- 
toms in about 4 to 6 weeks, although the literature 
contains reports of several cases in which there was 
no evidence of pyloric obstruction until 5 or 6 years 
after the ingestion of an acid. Approximately 20 per 
cent of patients with pyloric stenosis due to ingestion 
of a corrosive acid also will have an esophageal stric- 
ture. 

In most cases, the diagnosis will be simple if the 
physician is aware of this propensity of acids to in- 
flict the major damage on the pylorus. It may be 
impossible for the roentgenologist to distinguish 
stenosis of corrosive origin from carcinoma of the 
stomach if the request for roentgenologic examina- 
tion is not accompanied by the case history. 

In the early surgical treatment, a jejunostomy may 
be indicated to assist in the restoration of fluid and 
electrolyte balance, and to maintain nutrition until 
inflammation in the stomach and esophagus sub- 
sides. In this manner, time will be gained and the 
patient can be observed in order to determine if 
severe stenosis is going to develop. The general con- 
dition of the patient and the local condition of the 
tissues may permit more extensive operative proce- 
dures if a conservative course is followed in the early 
stages of the disease. Of the three procedures most 
frequently used, partial gastrectomy would seem to 
offer the most satisfactory results. 


Acute Pseudomembranous Enteritis or Enterocoli- 
tis: a Complication Following Intestinal Sur- 
gery. CLAUDE F. Drxon and RopGeEr E. WEISMANN. 
Surg. Clin. N. America, 1948, 28: 999. 


Acute pseudomembranous inflammation involv- 
ing the mucosa and submucosa of the gastrointestinal 
tract has been studied by pathologists in connection 
with severe infectious diseases, serious poisoning, 
and severe constitutional disorders. Except in the 
acute severe diarrheal maladies or in dysentery, the 
clinical manifestations of the condition have not 
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been thoroughly understood. Patnolugists, also, 
often have been unable to ascribe clinical importance 
to pseudomembranous lesions of the digestive tract 
found at autopsy. 

Such lesions apparently follow surgical proce- 
dures sufficiently often to be of importance. Sur- 
geons have become increasingly aware of this dis- 
order in the study of postoperative mortality. There 
is, however, insufficient information available re- 
garding incidence, etiology, pathogenesis, clinical 
manifestations, and treatment. This lack of informa- 
tion has prompted the authors to carry out this 
study. 

At the Mayo Clinic, acute pseudomembranous 
ileocolitis has been encountered at autopsy in cases 
in which a wide variety of both medical and surgical 
conditions have existed. In many cases these inflam- 
matory intestinal lesions were an important, or the 
sole, cause of death. The lesions have been observed 
at postmortem examination in cases in which death 
had followed operations on the brain, spinal column, 
breast, gall bladder, uterus, stomach, or other or- 
gans. They also have occurred from a variety of 
causes in nonsurgical cases. 

The authors’ interest was stimulated by the re- 
covery, under treatment, of 2 patients who, follow- 
ing radical resection of the colon, presumably had 
mild or moderate acute postoperative pseudomem- 
branous ileocolitis. These cases are included in their 
series of 23. Twenty more cases of the 23 were se- 
cured when they reviewed clinical records of a period 
of 7.5 years. Their survey included records of all 
cases in which the patients died following operation 
on the small or large intestine or the rectum, and in 
which the pathologists discovered significant pseu- 
domembranous lesions of the mucous membrane 
of the stomach or of the small or large intestine. 
Finally, in 1 case of the 23, permission for autopsy 
was not obtained but the clinical manifestations 
strongly suggested that the patient died of acute 
pseudomembranous enterocolitis. Several of the 
patients, including the 2 mentioned who did not 
die, were observed by one or both of the authors. 

The frequency with which the lesions occur cannot 
be determined in this study, but it appears that 
pseudomembranous lesions were more frequently 
encountered in the last 18 months than earlier in the 
period of study. The reason is not apparent and the 
increase occurred in spite of use of sulfonamides in 
preoperative preparation for intestinal surgery. 

There were 13 males and 10 females ‘» the series. 
The oldest patient was 76 years old and the youngest 
2 days old. Seventeen of the 23 patients were more 
than 40 years of age. This incidence may be ex- 
pected, however, because of the greater number of 
older persons who require major intestinal surgery. 

The lesions often involved the duodenum only, 
jejunum only, or most of the small bowel, terminat- 
ing sharply at the ileocecal junction. Intrinsic fac- 
tors of mechanical or circulatory nature seem to be 
important. In more typical varieties of the series, 
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lesions were present largely in the ileum and superior 
portion of the colon. 

Acute, subacute, and chronic infarctions usually 
result in degeneration and necrosis of the entire 
bowel wall, the extent depending on the degree of 
ischemia. Congestion of the intestine as a result of 
congestive heart failure, chronic pulmonary disease, 
or portal hypertension was noted by Bockus as an 
important predisposing factor of many inflammatory 
changes. 

Successful management demands that the condi- 
tion be recognized at once. From the authors’ 
experience certain manifestations strongly suggest 
the presence of pseudomembranous enterocolitis. 
Acute cramping, diffuse abdominal pain, with or 
without diarrhea, or frequent or constant discharge 
from a colonic stoma may be the earliest signs. In 
many cases, however, severe circulatory collapse, 
usually unexplained, may precede the onset of ex- 
tensive intestinal involvement; this is particularly 
important if, as is likely, the state of shock is resistant 
to antishock measures. The abdomen is usually 
mildly to moderately distended; tenderness is diffuse, 
nonlocalizing, and mild. Vomiting may be present. 
Although of little value from the standpoint of early 
diagnosis, later in the course the fecal contents be- 
come extremely foul, serous, or seropurulent, and 
may contain identifiable pseudomembrane. 

Differential diagnosis of this condition from other, 
more common postoperative complications in the 
abdomen is extremely difficult. 

In spite of the fatal outcome in most cases of their 
series, in which extensive pseudomembranous en- 
terocolitis existed either alone or in combination 
with serious intra-abdominal disturbances, the au- 
thors believe that the prognosis is not uniformly 
hopeless. Heroic effects are needed, though, if many 
of the patients are to survive. 

Definitive treatment of pseudomembranous en- 
terocolitis must be largely on empiric grounds until 
basic etiologic and pathogenic factors are under- 
stood. Of primary importance are realization of the 
possibility of presence of the entity, prompt recog- 
nition of related symptoms and, during the ensuing 
hours of antishock treatment, an attempt to make 
a tentative or a working diagnosis. 

Aggressive and prompt replacement of fluids, pref- 
erably in the form of whole blood and plasma, must 
follow recognition of the downhill course. 

In the presence of marked circulatory collapse or 
rapidly developing tissue ischemia, administration 
of oxygen by inhalation would be an important ad- 
junct to other supportive treatment. 

Antibiotics, preferably penicillin in doses up to 
100,000 Oxford units every 3 hours, should be insti- 
tuted to assist the intestinal wall in combating 
secondary invasion by certain pathogenic micro- 
organisms, which appears inevitable when sufficient 
damage to the mucosa and submucosa has taken 
place. Streptomycin has not, to the authors’ knowl- 
edge, been used with success in the treatment of this 
condition. 
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If fecal discharges are excessive, some good effect 
may be obtained from codeine, pantopon, dilaudid, 
or morphine in combating peristalsis. 

The question of the value of poorly absorbed or 
nonabsorbable sulfonamides, orally or by gastroin- 
testinal tube, could not be answered. 

Laparotomy, in the presence of acute pseudomem- 
branous enteritis, is contraindicated unless other 
intra-abdominal lesions necessitate such surgical 
treatment. In some instances the presence of a severe 
process such as perforation of a viscus, leakage at an 
anastomosis, or strangulating obstruction may be so 
strongly suggested that no other course is open. 
Operation on the bowel itself may be hazardous when 
the pseudomembranous lesions of the mucosa are of 
any great extent. 

Of the 20 cases in which autopsy revealed the 
presence of severe gastric or intestinal pseudomem- 
branous lesions of the mucosa, reports of 4 are given 
in some detail. These cases are considered typical 
of those in which the pathologist considered the 
pseudomembranous inflammatory lesions to be one 
of the most important contributing causes of death. 
The entire series is summarized within the article. 


Duodenitis (Le duodeniti). A. TAVERNARI. Arch. ital. 
mal. app. diger., 1948, 14: 287. 

An extensive study of the anatomy and histology 
of the duodenum led the author to the conclusion 
that pure, isolated, circumscribed duodenitis is a 
rare condition because usually the inflammatory proc- 
ess invoives also the adjoining portions of the stom- 
ach. Therefore, the term “gastroduodenitis” or 
“‘duodenopyloroantritis” is a more appropriate term. 

Heterotopia, such as the presence of islets of gas- 
tric mucosa in the duodenum, and vice versa, is of 
great importance for the pathologic anatomy of this 
region and must be considered in the pathogenesis 
of ulcerative processes. In the strict sense of the 
word the nosologic or pathologic entity of duodenitis 
is not acceptable. Numerous lymphatic communi- 
cations exist between the duodenum and the stom- 
ach. Close connections can be demonstrated also 
between the lymphatic system of the appendix on 
the one hand, and the duodenopancreatic region on 
the other. From the purely anatomic point of view 
no clear border can be established between the stom- 
ach and the duodenum. It follows that the duode- 
num alone cannot be made responsible for the patho- 
genesis of inflammatory processes originating in that 
region. As a rule, alterations may be found in the 
adjoining organs such as the liver or pancreas. 

Duodenitis may follow cholangitis, cholecystitis, 
pancreatitis, or appendicitis. 

Acute and chronic varieties of duodenitis may be 
distinguished. Josepu K. Narat, M.D. 


Jejunoileac Insufficiency: Its Relation to the Sprue 
Syndrome. E. LEonarp Posey, JR., and J. ARNOLD 
BARGEN. Surg. Clin. N. America, 1948, 28: 903. 


The pathologic condition which has been recog- 
nized as a deficiency state akin to, or representative 
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of, the sprue syndrome is due to various causes. In 
some of the reported cases of the sprue syndrome in 
which the patients have had symptoms of a de- 
ficiency state, exploratory laparotomy or autopsy 
has disclosed an unsuspected disease of the small 
intestine or has revealed that a variable portion of 
the small intestine had been isolated previously by 
a short-circuiting procedure. 

The authors wish to re-emphasize that sprue is a 
syndrome which may have a diverse origin. 

It becomes obvious that (1) an intact wall of the 
small intestine, (2) a normally functioning mucosa, 
(3) normal peristalsis and normal transportation of 
the chyme, (4) the presence of adequate digestive 
enzymes and bile, and (5) intact lymphatics are es- 
sential for adequate digestion and absorption. A 
break in any of these may eventuate in a deficiency 
state. Impairment of the absorptive ability of the 
small intestine is almost universally incriminated as 
the underlying cause of jejunoileac insufficiency. 

Experiments on animals have demonstrated that 
the immediate effects of massive resection of the in- 
testine are hunger, thirst, loss of weight, and diar- 
rhea. As much as 66 per cent of ingested foodstuffs 
may be lost in the feces. Compensation occurs gradu- 
ally. If the animals are fed a rich, easily assimilable 
diet, digestion becomes normal. The animals are 
able to absorb all foodstuffs and there is a consider- 
able increase in the absorption of carbohydrates. 
The animals appear normal but they are very sensi- 
tive to unfavorable dietary and environmental condi- 
tions. 

The compensatory process is characterized by hy- 
pertrophy and hyperplasia of the remaining portion 
of the intestine proximal to the site of the resection. 
Neither the stomach nor the portion of the intestine 
distal to the site of the resection undergoes any 
change. The diameter of the portion of the intestine 
involved in the compensatory process increases and 
may become twice as large as normal. There also 
is an increase of as much as 400 per cent in the ab- 
sorptive surface of the involved portion of the intes- 
tine. It appears likely that this increase in the ab- 
sorptive surface approaches the epithelial area of the 
excised portion of the intestine. This compensatory 
process also has been observed in human beings who 
have undergone massive resection of the intestine. 

The amount of human intestine that can be re- 
sected without causing serious sequelae or death 
varies greatly in different cases. Resection of the 
small intestine of human beings is followed by many 
sequelae. Diarrhea is the most frequent one. It is 
associated with an excessive loss of fat, protein, and 
electrolytes in the feces. This abnormality may be 
so severe and intractable as to interfere greatly with 
bodily nutrition, and it even may cause death. The 
diarrhea is aggravated by the inclusion of an ex- 
cessive amount of fat in the diet. Anemia of various 
types, loss of weight, edema, tetany, and pernicious 
vomiting are other sequelae that may occur. There 
also may be a decrease in the concentration of calci- 
um and protein in the serum. 
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After resection of the small intestine, the physical 
condition of the patient appears to depend on the 
following factors: (1) the pathologic conditions 
which necessitated the resection, (2) the length and 
physical condition of the remaining portion of the 
intestine and the extent to which it is able to com- 
pensate for the resection, (3) the resistance of the 
patient, and (4) the type of dietary regimen that is 
instituted after the operation. 

This article is based on a study of a large number 
of patients with jejunoileac insufficiency, and in- 
cludes a report of 6 illustrative cases. 


The Surgical Treatment of Congenital Megacolon. 
CLauDE F. Dixon and Davin B. Jupp. Surg. Clin. 
N. America, 1948, 28: 889. 

Congenital megacolon, or Hirschsprung’s disease, 
ensues from an imbalance in the nervous mechanism 
which controls the function of the bowel. Asa result, 
the bowel tends to dilate more readily than to con- 
tract. This imbalance, in turn, may be due to a de- 
ficiency of ganglia and fibers in Auerbach’s plexus. 
As a result of prolonged and marked dilatation, the 
bowel becomes elongated and its walls hypertro- 
phied. Attempts to overcome the imbalance by 
drug therapy and other medical measures have met 
with variable and incomplete success. 

Resection of the lumbar sympathetic ganglia and 
nerves is a surgical means of attacking the problem 
from the same angle, and it too has achieved un- 
certain results. Many authors have expressed satis- 
faction with this method of treatment, but the ex- 
perience of the authors has not been encouraging. 
Of 26 patients in whom sympathectomy was per- 
formed, only 1 appeared to have a satisfactory re- 
sult. Aside from this, there remains the fact that 
sympathectomy does not remove the pathologic 
condition present, and it appears that the danger of 
disaster, such as from obstruction, volvulus, or per- 
foration of the diseased segment of bowel, is not 
lessened by sympathectomy. 

On the other hand, the authors’ experience with 
resection of the diseased bowel has been most en- 
couraging. Of all the patients in whom resection 
was performed, 78 per cent were benefited and 67 per 
cent were completely relieved of their symptoms. If 
only the traced patients are considered, 98 per cent 
were benefited and 84 per cent were completely re- 
lieved. The two main reasons that resection has 
not been in greater favor as the treatment of choice 
for congenital megacolon are (1) a high primary 
mortality rate and (2) fear of recurrence in the por- 
tion of colon not removed. It is the authors’ belief 
that the mortality rate during hospitalization need 
not be high following this procedure. With proper 
co-operation between pediatrician, internist, and 
surgeon, all facilities for preoperative preparation of 
the patient can be utilized to the fullest extent and 
the risk of the operation can be reduced accordingly. 
In their most recent series of cases the mortality 
rate during hospitalization was 4 per cent, and they 
believe that the rate will be even lower in the future. 
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Resection should not be performed in children un- 
der 3 years of age unless it is absolutely necessary, 
since they do not tolerate resection of the bowel well. 
The postoperative mortality rate in this age group 
was nearly 45 per cent. In the majority of such cases 
the symptoms can be controlled reasonably well for a 
time by medical measures, including diet, laxatives, 
enemas, and drugs such as mecholyl; therefore, these 
young children should be carried along on the regi- 
men until they are 5 years of age or older. However, 
it is not advisable to prolong the regimen in the pres- 
ence of persistent and severe symptoms such as con- 
stipation, abdominal distention, nausea, and vomit- 
ing. Frequently, by the time the child is of school 
age, it becomes apparent that he is not like “normal” 
youngsters and the parents as well as the patients 
want something done to achieve more nearly com- 
plete relief from the symptoms, particularly the 
symptoms of abdominal distention which, when 
marked, often cause the costal margins to flare out. 
Also, it appears that if the symptoms are not well 
controlled by medical measures the danger of ulti- 
mate disaster is great unless more effective measures 
are employed. 

The fear that the disease will recur in the remain- 
ing portion of bowel after partial colectomy is not 
substantiated by the authors’ experience with this 
procedure. In the group of 54 cases in which resec- 
tion was performed, there were 41 in which half or 
less than half of the colon was removed and in no 
case was there evidence of recurrence of the disease 
in the remaining portion of the colon. In 25 of these 
41 cases there was complete relief from symptoms. 

For these reasons the authors believe that in cases 
of congenital megacolon the treatment of choice is 
resection of the diseased segment of bowel. If the 
patient is 3 years of age or younger, surgical treat- 
ment should be delayed and the symptoms should be 
controlled as much as possible by medical measures 
until the child becomes older. It is the authors’ 
belief, however, that in the majority of cases resec- 
tion of the diseased bowel will be necessary before 
complete relief from symptoms is obtained. 


Hemorrhoids and Cancer. Nits Carstam. Acta chir. 
scand., 1948, 97: 71. 

Hemorrhoids are an enlarged and varicose condi- 
tion of the hemorrhoidal veins, and may be external 
when they arise from the inferior hemorrhoidal veins 
and drain into the caval system, and internal when 
they arise from the superior hemorrhoidal veins and 
drain into the portal system. They may be coexist- 
ent and merge into one another. External hemor- 
rhoids are relatively less serious and less important, 
although they may involve complications such as 
infections and anal hematoma, which are frequently 
painful. Bleeding is not so frequent in this type of 
hemorrhoids. 

Internal hemorrhoids are more serious because of 
pain and discomfort, and are more important be- 
cause their recognition is valuable in the differential 
diagnosis of other rectal lesions. 
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TABLE I.—HEMORRHOIDS AND CANCER. INDI- 
CATIONS FOR ROENTGENOLOGIC EXAMINA- 
TION IN 164 CASES OF CANCER OF THE 
COLON. 








1941 1944/1945|1046 





I. Hemorrhoids without 
other symptoms (Routine 
examinations) 





II. Suspicion of tumors, 
general symptoms, obstipa- 
tion etc. with bleeding as a 
partial symptom 





III. Suspicion of tumor, 
obstipation, palpable ab- 
dominal tumor etc. with- 
out bleeding 


_ IV. Symptoms of colitis, 
intestinal obstruction 








V. Palpable tumor per 
rectum 





VI. Reason untraceable 
































The not infrequent association of cancer with in- 
ternal hemorrhoids is emphasized by the author. 
The fact that from 10 to 20 per cent of the patients 
admitted at a large clinic for rectal cancer had under- 
gone previous hemorrhoidectomy is mentioned. 
Since 1940, not only a thorough palpation of the 
rectum but also a roentgenologic examination of all 
cases of hemorrhoids in patients over 40 years of age 
has been the rule at the Surgical Clinic of Lund. This 
report considers the patients so examined from 1940 
to 1946, inclusive, and the author endeavored to 
determine the frequency and correlation between 
hemorrhoids and cancer of the colon and rectum. 
Patients with cancer of the colon and rectum were ex- 
amined both by palpation and proctoscopy to ascer- 
tain the presence or absence of hemorrhoids and a 
similar examination was made on control material. 

Table I demonstrates that, at the Lund Clinic, the 
routine roentgenologic examination of patients with 
hemorrhoids but without other symptoms has not 
led to the discovery of cancer of the colon. 

Table II tends to show that hemorrhoids are 
probably not more common in patients with colonic 
or rectal cancer than in otherwise healthy people. 

The author concludes that if anoscopy of a patient 
free of symptoms of a tumor permits a clear diagnosis 
of hemorrhoids, and palpation and sigmoidoscopy 
permit one to establish the absence of cancer in the 


TABLE II.—HEMORRHOIDS AND CANCER 





Occurrence of hemorrhoids 





Nr. of cases 
Per cent. 





Cancer material 51 37 





colonic 20 45 





rectal 22 27 











Control material 104 41 
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rectum and rectosigmoid, the necessity of a roent- 
genographic examination may be questioned. 
Ernest D. BLOOMENTHAL, M.D. 


Anterior Resection for Malignant Lesions of the 
Upper Part of the Rectum and Lower Part of 
the Sigmoid. CiaupEe F. Drxon. Ann. Surg., 
1948, 128: 425. 

The operation of anterior resection for lesions of 
the terminal part of the large intestine with re-estab- 
lishment of intestinal continuity has been criticized 
by many authors as not being sufficiently radical. 
The complete article is an evaluation of the opera- 
tion. The efficacy of any surgical procedure for can- 
cer is judged by the number of persons undergoing 
the procedure who are alive 5 years or more, and not 
on an anatomic basis—the extent of the excision. 

This study is limited to the most controversial 
segment of the large intestine, namely, the distal 20 
cm. It is for this region that new procedures are 
constantly being advocated and interest in old ones 
is being rekindled. A matter of 3 or 4 cm. from the 
dentate line makes the difference between an opera- 
tion involving a permanent colonic stoma and one 
in which intestinal continuity can be re-established. 
While the majority of patients become adjusted to 
a permanent colonic stoma, there are some who have 
difficulty in its management. Those “cured” by an- 
terior resection can live normally in every respect. 

Anterior resection for removal of carcinomas of 
the upper part of the rectum and lower part of the 
sigmoid was performed in 426 cases at the Mayo 
Clinic from 1930 through 1947. While there is a 
slight predominance of males in the series, the female 
patients tend to be younger and their lesions tend to 
be of a higher grade and closer to the dentate line. 
There were 25 deaths among the 426 cases, a mor- 
tality rate of 5.9 per cent. Following 270 resections 
since the present method of preoperative and post- 
operative management has been used there were 7 
deaths (2.6 per cent). Of 272 patients the 5 year 
survival rate was 67.7 per cent. 

Comparisons of the mortality and survival rates 
according to the location of the lesions in various 
segments of the bowel revealed that the operation is 
sufficiently safe and radical for lesions of the upper 
half of the rectum. In cases of adenocarcinoma of 
the mucous (colloid) and papillary types the prog- 
nosis is poorer. The signal improvement in the op- 
erative mortality rate in colonic surgery in the past 
Io years has not been as marked for lesions in the 
rectum as for those immediately above that region. 
Whereas 10 years ago operations for rectal lesions 
were Safest, this no longer is true. The survival rate 
after resection of low rectal lesions is poorer than 
that following resection of lesions higher in the bowel. 
This results from the increase of nodal involvement 
and greater difficulty in resecting the region of 
spread. The lesions covered by this study are con- 
sidered in terms of their distance from the dentate 
line because of this consideration and because this 
distance determines preservation of the sphincter. 
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Experiences with Operation for Rectal Carcinoma 
with Preservation of the Sphincter (Unsere Erfa- 
hrungen bei der Operation des Rectumkarzinoms 
mit Sphinktererhaltung). A. BRUNNER. Helvet. chir. 
acta., 1948, 15: 375. 


The author reports on 9 cases of operation for car- 
cinoma of the rectum with preservation of the sphinc- 
ter in which he followed the pull-through procedures 
of Kirschner and Bacon. If the tumor is not too 
large and is freely movable, the procedure may be 
carried out, provided the lower limit of the tumor is 
from 5 to 6 cm. above the anus. In the g reported 
cases the lower limit of the tumor was from 6 to 
7 cm. (5 cases) and from 9 to 14 cm. (4 cases) above 
the anus. Therefore, up to 30 cm. of intestine could 
be extirpated. The preservation of the sphincter 
muscle carries with it the danger of strangulation of 
the pulled-through intestine because of postoperative 
swelling of the tissues. 

One of the author’s coworkers had 1 case of necrosis 
of the lower intestinal segment followed by a fatal 
ascending infection of the pelvic connective tissue. 
A second patient was lost as a result of massive pul- 
monary embolism 3 weeks after operation. In the 
other cases the blood supply of the pulled-through 
intestine remained good. 

A certain degree of stretching of the sphincter 
muscle cannot be avoided but this is never so severe 
that recovery of muscle function does not occur 
within the course of a few weeks. Sphincter closure 
begins in a short time, but under some circumstances 
satisfactory continence is not achieved for a few 
months. In the early period thin stools cannot be 
retained and the patients are annoyed by an increase 
in bowel movements. In 1 patient a definite stricture 
developed which required dilatation for months. In 
the 6 other patients the local condition of the anus 
was very satisfactory. Since no mucosal prolapse 
developed, these patients had no complaint of mois- 
ture. The sphincter admitted the passage of one 
finger easily. Active closure was very good. Several 
months after operation gas could be retained. 

Joun L. Linpguist, M.D. 


LIVER, GALL BLADDER, PANCREAS, 
AND SPLEEN 


Hepatic Coma. T. Lyncw Murpny, THomas C. CHaAL- 
MERS, RicHARD D. EcxHarpt, and CHARLEs S. 
Davipson. WN. England J. M., 1948, 239: 605. 


Hepatic coma is a distinct clinical syndrome oc- 
curring in patients suffering with acute or chronic, 
severe liver disease, and characterized by lethargy 
progressing to noisy confusion, coma, and usually 
to death. The state has inaptly been termed “ chole- 
mia,”’ although the original conception of retained 
bile acids in the blood as being the etiologic factor is 
now generally discredited. The syndrome may occur 
without evident cause in patients suffering severe 
liver disease, or may be precipitated in such cases by: 
(1) infection such as pneumonia or peritonitis, (2) 
acute hemorrhage as from esophageal varices, or by 
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(3) the injudicious use of sedatives such as morphine, 
the barbiturates, or paraldehyde. 

In an attempt to elucidate the underlying patho- 
logic physiology of the condition the authors studied 
40 patients who died in coma and who clinically and 
pathologically had severe primary liver disease. 


Twenty cases of ‘‘uncomplicated” coma in which no ~ 


other cause for death than liver disease was found, 
and 20 “complicated” cases in which the patient 
had some major complication such as hemorrhage, 
peritonitis, tuberculosis, or pneumonia in addition to 
marked liver disease were selected for consideration. 
In all cases the neurologic findings were inconstant. 
Laboratory estimates were made of the blood non- 
protein nitrogen, carbon dioxide combining power, 
blood sugar, serum bilirubin, blood prothrombin 
content, thymol turbidity, and cephalin flocculation; 
none of these were distinctive other than of severe 
liver damage, and did not significantly differ in the 
comatose state from the precoma findings. 
Treatment is directed at the maintenance of nu- 
trition, control of hemorrhage or infection, and avoid- 
ance of sedatives, but is in general unsatisfactory. 
Analeptics such as glucose, sodium succinate, caf- 
feine, or benzedrine are without effect on the coma- 
tose state. Wayne FIELp Cameron, M.D. 


The Operative Treatment of Gallstone Disease in 
the Light of Ultimate Results (Die operative 
Behandlung des Gallensteinleidens im Dauererfolg). 
Victor HorrMann. Chirurg, 1948, 19: 337. 


In the year 1941 the author sent questionnaires to 
the patients whom he had operated upon for gall- 
stones from 8 to 12 years previously. The material 
comprised 279 cases of which only 3 could not 
be located. From the replies returned by the one- 
time patients he was able to deduce statistically with 
considerable exactness (they were all operated on by 
himself, either as chief surgeon or as assistant) the 
results obtained. 

From the data received it is concluded that the 
operation for gallstones (cholecystectomy, and in 
some cases choledochotomy with drainage) resulted 
in complete relief from the bile passage symptoms in 
64 per cent of the cases. However, when the cases 
with a single or with a few attacks following the 
operation, and those relieved by a second operation 
are included, as well as those with dyspeptic symp- 
toms but without true gallstone colic, the percentage 
of success rises to 90. In 8.2 per cent of the patients 
the pains were either not relieved or they recurred 
later, but they were not so severe as in the original 
attacks and were unattended by jaundice. Not all of 
these attacks of pain were colicky in character. Only 
in 3.1 per cent were the attacks of pain at all charac- 
teristic and accompanied by jaundice. Of these pa- 
tients, 5 were reoperated upon and in 3 a stone was 
found in the choledochus. In 1 of these the stone 
had been overlooked at the first operation and in 2 
another stone had apparently formed. In the re- 
maining 2 a stone was not found at reoperation, 
but the choledochus was dilated, with infection in 1 
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patient. A choledochoduodenostomy at reoperation 
brought complete and enduring relief. 

In this material, during this period, there were 20 
deaths; however, none of these deaths could be im- 
puted to the operation or to the continuance of the 
gallstone disease after operation. 

The author emphasizes the fact that these patients 
could by no means be considered as having been op- 
erated upon early. He thus believes that the opera- 
tion of cholecystectomy is effective in gallstone 
disease, that the mortality of the operation and the 
importance of rectrrences attributable to the disease 
following the operation have been grossly exagger- 
ated, and that the efforts of the surgeon should be 
expended in bringing these patients to operation as 
early as possible, if possible before the stone invades 
the choledochus. The author recommends cholecys- 
tectomy as soon as the roentgenologic examination 
discloses the presence of stones in the gall bladder, 
no matter how small they are, and considers the oper- 
ation a pressing one as soon as any indication arises 
of the presence of an accompanying pancreatitis. 
The presence of pancreatitis must in these cases be 
sought with greater diligence than has heretofore 
been customary. Joun W. Brennan, M.D. 


The Pancreatic Fistulas and Their Treatment. 
MicHAEL ParasKEvas. Helleniki Iatriki, 1947, 16: 
909. 

The author described in detail the case of a pan- 
creatic fistula after marsupialization of a pancreatic 
cyst. He succeeded in curing the fistula by implant- 
ing it into the posterior wall of the stomach. The 
patient was completely cured 1.5 years after the 
operation. 

This case, the first of this condition in which sur- 
gery was used in Greece, led the author to study the 
international references to all similar cases reported 
up to this time, amounting to 42. He describes the 
details of the operative technique and recommends 
that the implantation be made preferably in the 
stomach in the cases of fistulas occurring above the 
anterior curvature of the stomach, while the im- 
plantation should be made in the posterior wall of 
the stomach when the fistulas are in the gastrocolic 
ligament. 

If a resection of the stomach was done previously, 
the implantation may be made on the excluded je- 
junum, the duodenal stump, or the gall bladder. 
The immediate results of the operation are excep- 
tionally satisfactory. The only failures among these 
42 Operations were 2 deaths and 1 relapse. The re- 
mote results are not known except in only a few 
cases. However, in ro cases reported in the literature 
the patients were well from 1 to 10 years after opera- 
tion. 

In contrast to the excellent results of the operative 
treatment, the results of the various conservative 
treatments proposed up to now are of doubtful ef- 
ficiency, and for this reason the author recommends 
that when 5 months of conservative treatment fails 
or proves unsatisfactory, operation should be done. 
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Age, Incidence, and Distribution of 4,652 Cases of 
Carcinoma of the Cervix. Marvin G. SADUGOR 
and James P. Patmer. Am. J. Obst., 1948, 56: 680. 


An age study was made of 4,652 patients with 
carcinoma of the cervix who were admitted to the 
Roswell Park Memorial Institute, Buffalo, New 
York, during the period from 1914 to 1946, inclusive. 
The age of the youngest patient was 18 years and 
that of the oldest 84 years. Three cases of proved 
carcinoma of the cervix were found in women under 
20 years of age. A detailed study is presented of 
these 3 cases. It is important that the physician 
realize that malignancy of the cervix may occur at 
any age period after the first decade of life, and the 
possibility of the presence of carcinoma of the cer- 
vix should not be eliminated solely because of the 
age of the patient. 

Although the majority of carcinomas were found 
in patients in the 4o’s, 15 per cent were noted in 
those under 4o. A similar percentage also was found 
in those over 70 years of age. 

Joun R. Wotrr, M.D. 


The Ovary in Endometrial Carcinoma. EpHraim 
Wo LL, ARTHUR T. HERTIG, GEORGE VAN S. SMITH, 
and Lent C. Jounson. Am. J. Obst., 1948, 56: 617. 


Previous studies of the ovary in cases of endome- 
trial carcinoma made by the authors showed that 
there was a stromal hyperplasia of the ovaries. To 
confirm the significance of this stromal hyperplasia a 
study of the stroma of the normal ovary was under- 
taken. These findings were then compared with the 
stromal changes in 331 cases of carcinoma of the 
endometrium. 

The ovarian stroma differentiates into the cells of 
the granulosa, theca interna, corpus luteum, and 
corpus albicans. This process normally follows an 
orderly sequence, which possibly is regulated by the 
ovum. 

In senility, this differentiation recapitulates the 
normal sequences, but in disorderly manner leading 
to stromal hyperplasia, thecomatosis, cortical granu- 
loma formation, and granulosa and theca cell tumors. 

Stromal hyperplasia makes its appearance in the 
fourth and fifth decades, reaches its height in the 
sixth decade, and thereafter tends to subside with 
old age. This stromal hyperplasia is significantly 
more frequent in cases of endometrial carcinoma 
(from 56% to 92%) than in a controlled group 
(from 36% to 43%), and persists into advanced old 
age. The thecoma is significantly more common in 
endometrial cancer than in the control series (9 to 1). 
Subinvoluted corpora lutea and theca lutein cysts 
are also more common in the cancer cases. 

The existence of hormonal factors in endometrial 
carcinoma is discussed. Joun R. Wotrr, M.D. 


ADNEXAL AND PERIUTERINE CONDITIONS 


Torsion of the Hydatid of Morgagni. Ratpx A. REIS 
and Epwin J. DECosta. Am. J. Obst., 1948, 56: 770. 


The hydatid of Morgagni is usually thought to be 
an innocent structure. Yet during the past 10 years 
at the Michael Reese Hospital, Chicago, Illinois, 
Reis and DeCosta have operated on 5 patients 
whose symptoms were due to torsion of this struc- 
ture. Although a review of the world literature re- 
veals only 21 references to this clinical syndrome, the 
authors believe that this condition probably occurs 
fairly frequently. At times it may be overlooked, at 
others misdiagnosed. 

Since torsion and even gangrene can occur with 
few if any complaints, the pelvic organs should be 
examined at every laparotomy. This is important 
when serosanguineous fluid is encountered. 

The clinical symptoms of torsion simulate those of 
appendicitis with colicky intermittent abdominal 
pain. Nausea and vomiting are frequently present. 
The temperature usually is less than ror degrees and 
the pulse under 96. Examination gives the impres- 
sion of appendicitis, either on the right or left side. 
Bimanual findings are not helpful. 

Torsion, even when associated with gangrene, 
does not always lead to serious intra-abdominal 
disease. Aseptic necrosis with only slight peritoneal 
reaction and complete recovery may occur. 

Pedunculated hydatids of Morgagni encountered 
during surgical procedures should be removed pro- 
phylactically. Joun R. Wotrr, M.D. 


Hemoperitoneum of Ovarian Origin (Emoperitoneo 
de origine ovarica). RiccarDO MONTANELLI. Riv. 
ostet. gin., 1947, 2: 328. 


Two women, one 37 years of age and the other 
24 years of age, were admitted to the hospital a few 
hours after coitus with symptoms of peritoneal 
hemorrhage. Both presented extreme anemia, and 
puncture through the vaginal fornix brought to light 
fresh blood in the pouch of Douglas. Both were 
diagnosed as presenting tubal abortion, and they 
were immediately laparotomized. In each case the 
source of the bleeding was found to be a ruptured 
corpus luteum cyst of the ovary. The older patient 
had 4 living children, and there was also a corpus 
luteum cyst in the nonruptured ovary so that it was 
thought advisable to remove both ovaries; in the 
younger patient the other ovary was normal in 
appearance and was left in situ. 

Histological examination disclosed, in addition to 
the usual picture of a ruptured corpus luteum cyst, 
extensive extravasation of blood throughout the 
remainder of the ovary (ovarian apoplexy), a dilata- 
tion and an increase in the number of the blood 
vessels about the cyst, especially in the area of its 
base, and a great number of developing ovarian 
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follicles. This appearance of tumultuous follicular 
development is suggested to be the result of a hyper- 
pituitarism, and to this hormonal disturbance is 
ascribed also the angiomatoid vascular development 
and the tendency toward ovarian apoplexy. The 
coitus was regarded in each instance as merely the 
inciting cause. 

In these 2 cases the diagnosis of tubal abortion was 
made solely on the sudden attack of anemia and the 
results of the vaginal puncture, but, of course, these 
findings do not tell anything about the point of origin 
of the bleeding. The author does not believe that the 
distinction between ruptured extrauterine pregnancy 
and ruptured corpus luteum cyst can always be 
made; however, in these 2 cases of hemoperitoneum 
in nonpregnant women, an attentive search should 
have been made for other signs of pregnancy. Thus, 
he believes that a more nearly exact diagnosis could 
be achieved in many of these cases, and, while it 
might not radically alter the therapeutic procedure, 
it would at least gain more insight into the manner of 
distinguishing the two conditions and would permit 
of a more enlightened planning of the therapy to be 
pursued. Joun W. Brennan, M.D. 


Brenner Tumors with a Predominance of Mucipar- 
ous and Granulosalike Elements (Tumore di 
Brenner con prevalenza di elementi mucipari e 
granulosasimili). L. GAGLIARDI. Riv. ital. gin., 1948, 
ari ary. 

The tumor studied by the author for histologic in- 
terpretation was one of bilateral growth removed by 
subtotal hysterectomy and bilateral salpingo-oopho- 
rectomy from a 39 year old woman who had borne 
one living child and who was menstruating normally 
without evidence of abnormality in other organs of 
masculinization, or of abnormal appearances in the 
endometrium. The two masses presented much the 
same macroscopic appearance, but the tumor mak- 
ing up the right ovary was smaller than that on the 
left side and was roughly reniform and mammillated. 
The tumor involving the left ovary, on the other 
hand, was rounded, and on cross section exhibited 
two rather large cystlike formations. 

Sections from various areas of this large rounded 
tumor mass presented the usual histologic findings 
of a typical Brenner’s tumor, namely, a fibroepithe- 
lioma, the epithelial elements of which were com- 
posed of paramalpighian epithelium, pseudomucin- 
ous and serous epithelium (in many places cystic and 
vacuolized), and a number of other findings which 
have not so far been described for the Brenner tumor 
and which make them worthy of publication at this 
time. 

One of these odd findings was extensive areas of 
young connective tissue, as a rule surrounding the 
more immature types of Brenner-cell formations, 
which strongly resembled the cells of the granulosa- 
cell tumors, but were evidently not of that origin and 
were ascribed by the author to have an origin in com- 
mon with the ovarian teratoma. Another odd find- 
ing was that of muciparous cells in rosette arrange- 
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ments about small central vacuoles and the presence 
of muciparous elements with nuclei pushed to the 
periphery, which were seen scattered about among 
the connective tissue elements and closely associated 
with them. These are the findings in the so-called 
solid pseudomuciparous adenoma of the ovary, and 
their appearance in the Brenner tumor affords a new 
proof of the close relationship between Brenner’s 
tumor and the pseudomucinous tumors. 

On the whole, the author ascribes the origin of 
these tumors to a heterotopic implant in the ovary 
of the same nature as that from which teratoma of 
the ovary arises. Joun W. Brennan, M.D. 


EXTERNAL GENITALIA 


Gynatresia: Three Uncommon Clinical Types. 
R. G. MatrpHant. Brit. M.J., 1948, 2: 555. 


Anomalies due to aplasia of the female genital 
tract are not infrequent and all varieties and degrees 
of gynatresia may result. The more complex con- 
genital abnormalities are usually associated with a 
nonfunctioning uterus and are rarely of much prac- 
tical importance. 

The author describes three unusual types of gyna- 
tresia, with certain features in common. Failure of 
canalization was limited in extent and localized to 
the cervical or vaginal segments of the muellerian 
tract, and the symptomatology was dependent upon 
the presence of a functioning uterus. In 2 cases, 
hematometra was observed as the result of atresia at 
the level of the cervix; in the third case a hydro- 
colpos was found—a condition in which an accumu- 
lation of watery or mucoid fluid in the vagina may 
produce serious mechanical effects during infancy 
and childhood. 

The first case was one of congenital atresia of the 
cervix with hematometra. Usually, hematometra is 
caused by occlusion of the lower end of the vagina, 
and it then occurs as asecondary though important 
complication of hematocolpos. Stagnation of blood 
in the uterine cavity, due to obstruction at the cer- 
vical level, is usually an acquired condition and de- 
velops as a result of scarring following operation or 
childbirth. Hematometra due to strictures of ob- 
stetric origin generally occurs after difficult confine- 
ments associated with infection and much cicatriza- 
tion. Postoperative hematometra has usually been 
reported after plastic operations on the cervix, but 
has also occurred following the use of radium for 
benign uterine hemorrhage. In many cases of ac- 
quired stricture the stenosis is incomplete and, while 
blood accumulates within the uterus, there is some 
leakage past the obstruction. 

Congenital occlusion of the cervix is a condition of 
great rarity, and few examples have been recorded in 
the literature. Cervical aplasia is usually associated 
with more complex developmental anomalies of the 
genital tract, and the uterus then is rarely developed 
enough to perform the function of menstruation. 

A case of hematometra in an atresic horn of a 
bicornate uterus in a girl, aged 13, is also reported. 
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She was admitted because of severe dysmenorrhea. 
Her menses had started 9 months previously and 
were regular and lasted 7 days every 28 days. The 
menstrual pain was localized mainly to the left iliac 
fossa. 

Three types of gynatresia are described. Distinc- 
tive clinical features were observed in each type and 
all were amenable to conservative treatment. De- 
velopmental anomalies of this order, though rare, are 
of much practical interest, for, unless recognized, pa- 
tients may be submitted to needlessly radical opera- 
tive procedures. Harry W. Fink, M.D. 


Cleavage Planes in Reconstructive Vaginal Plastic 
Surgery. J. V. Ricci, C. H. Too, and W. L. Kron. 
Am. J. Surg., 1948, 76: 354. 


The vagina as a point d’appui is directly involved 
in surgery for relaxations, lacerations, fistulous for- 
mations, and the descent of the urethrovesical ano- 
rectogenital parts. 

These basic relationships are clear. There is a 
complete fusion between the anterior vaginal wall 
and that of the urethra throughout its entire length. 
Because of this fusion, surgical separation of these 
two structures can be accomplished only by blunt 
dissection, and this leads to an unavoidable ooze. 
There is a clear-cut line of separation, an areolar 
cleavage plane, between the anterior vaginal wall 
and the juxtaposed bladder wall, from the urethro- 
vesical area to the point of fusion of the vagina and 
the cervix. This areolar cleavage plane extends be- 
yond this point and separates the bladder wall from 
the cervicofundal surface up to the vesicouterine 
peritoneal reflection. These definite lines of separa- 
tion, or areolar cleavage planes, lead to a bloodless 
separation of the bladder from the vaginal wall and 
from the cervicofundal surface. There is a complete 
fusion of the posterior vaginal wall with the short 
perineo-anal body. Separation of these structures, 
which can be accomplished only by blunt dissection, 
leads to an unavoidable ooze. There is a clear-cut 
line of separation, an areolar cleavage plane, between 
the posterior wall of the vagina and the wall of the 
rectum, extending from the anorectal area to the 
cul-de-sac peritoneal reflections. The presence of 
this areolar cleavage plane permits a bloodless sepa- 
ration of these two organs, but in. no instance does 
a surgically useful fascia line the vagina or encase it, 
or any of the juxtaposed organs. 

In the normal state the anterior vaginal wall meets 
and fuses with the cervix at an obtuse angle, the de- 
gree of angulation increasing proportionately to the 
amount of retrodisplacement of the normally placed 
uterus. In the presence of a prolapsed, elongated 
cervix the vaginal wall meets and fuses with the 
cervix at an acute angle. At the apex of this angle, 
the bladder wall, instead of coming to a sharp point, 
circles away from this vaginocervical angulation, 
thus creating a clear space or blind pocket thinly 
packed with scattered areolar fibers. A similar blind 
pocket in both the normal and prolapsed state exists 
between the cul-de-sac peritoneum as it swings ceph- 
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alad to cever the rectosigmoid and the posterior vag- 
inal wall as it swings caudad from its point of fusion 
with the posterior cervix. This pocket is packed with 
a loosely felted areolar mesh. A knowledge of these 
relationships and of the utilization of precise meth- 
ods of approach to avascular spaces and cleavage 
planes shortens operating time, minimizes bleeding, 
and, in brief, simplifies vaginal plastic surgery. 
Harry W. Fink, M.D. 


MISCELLANEOUS 


Prostigmine for the Cure of Amenorrhea (La prostig- 
mina nella cura delle amenorree). T. M. Carra- 
RATTO. Ginecologia, Tor., 1948, 14: 373. 

Prostigmine injections were employed by the au- 
thor in 67 women, either for diagnostic purposes in 
cases of suspected pregnancy or for the treatment of 
amenorrhea. 

In 6 of 10 patients with menopausal amenorrhea 
prostigmine failed to establish the menstrual flow. 

Negative results were obtained also in a group of 
7 women with amenorrhea of endocrine origin. 

In 14 of 17 patients with amenorrhea without evi- 
dence of any disturbance of the endocrine system, 
prostigmine produced menstruation. The injections 
were not followed by a menstrual flow in any of the 
II pregnant women, but in another group of 4 pa- 
tients a slight flow followed the administration of the 
drug; of the 2 abortions in this group only one was 
possibly attributable to prostigmine. The other was 
probably provoked by the ingestion of quinine. 

The author concludes that prostigmine is an in- 
nocuous drug and is valuable for diagnostic and 
therapeutic purposes. Josern K. Narat, M.D. 


Investigation and Treatment of Infertility. Joun 
Rock. Med. Clin. N. America, 1948, 32: 1171. 


The author has listed and discussed the commonest 
known causes of failure of fertility, and suggestions 
are made as to how to use easily available methods of 
identifying these causes and relieving them. Normal 
health of both mates is assumed. 

If anatomic obstruction cannot be overcome by 
dilatation with glass vaginal forms of gradually in- 
creasing size, inserted two or three times daily by the 
patient herself, or if instruction of the too consider- 
ate or inefficient husband is futile, recourse must be 
had to careful plastic surgery. 

Bacterial vaginitis can be relieved by semidiurnal 
2 quart douches with o.5 per cent boric acid or sodi- 
um perborate solution, or by suppositories containing 
200,000 units of penicillin inserted twice daily for 
about 1 week. The trichomonas is susceptible to 
Devegan tablets inserted morning and night follow- 
ing a douche of 0.5 per cent sodium perborate solu- 
tion. Floraquin tablets may also be effective. 

The number, morphology, straining qualities and, 
to a slight extent, the behavior of spermatozoa may 
be observed and appraised by appropriate methods. 
So little is known of the essential biochemical and 
biophysical properties of the seminal fluid, however, 





516 


that the study of this medium has not yet entered the 
clinical field. Even the work on hyaluronidase, and 
on the metabolic functions of spermatozoa and their 
demands on, and utilization of, their substrate is 
still in the stage of research. 

When cervical mucus at ovulation time contains 
pus, there is endocervicitis and possibly endometritis. 
If of minor degree, the finding of pus may not be 
significant, but it must not be underestimated. The 
presence of many leucocytes at times other than at 
the time of ovulation may be physiologic. 

For endocervicitis, superficial cauterization and 
topical medication are valueless. The sulfonamides 
and penicillin may be of value if given at least during 
the first 10 days of several successive cycles, in doses 
adequate for other infections. If the cervicitis is 
marked, careful and conservative conization of the 
external one-half of the cervical canal, supplemented 
by treatment with antibiotics, is in order. 

In the presence of endometritis, other than that 
which is tuberculous, antibiotics, often without 
curettage, should be tried throughout several con- 
secutive cycles. Formerly, tuberculosis was treated 
by hysterectomy and bilateral salpingectomy. Strep- 
tomycin may make such radical treatment unneces- 
sary. 

Constitutional hypoplasia of the uterus reflects a 
disorder of puberty and early adolescence and is 
exceedingly resistant to available therapy. Treat- 
ment is still highly experimental. Theoretically, 
effective doses of estrogens usually will inhibit ovu- 
lation. They may be tried for a few months in doses 
of 2 x 0.05 mgm. of ethinylestradiol or 5 mgm. of 
diethylstilbesterol, with the justifiable expectation 
that ovulation, if stopped, will be resumed with the 
cessation of treatment. 

Ignorance doubtless clouds our insight into the 
complete function of the fallopian tube. Perhaps its 
fluid normally offers more to the ovum and sperm 
than a protective medium. At the moment the most 
we expect of the tube is that it will collect the ovum, 
transport it to the uterus, and provide a fluid medi- 
um in an unobstructed channel through which, also, 
sperm may travel. For these purposes there must be 
patency, and a lining that secretes fluid and (by 
means of cilia) conveys it, with some peritoneal or 
follicular fluid, into the uterus. Normally, muscle 
fibers in the tubo-ovarian ligament, the mesosalpinx, 
and well developed fimbria bring about the applica- 
tion of this fan-shaped flaring end of the tube to the 
ovary so as to form a virtual ovisac. 

Harry W. Fink, M.D. 


Experiences with a New Semisynthetic Alkaloid of 
Secale Cornutum in Obstetrics and Gynecol- 
ogy (Esperienze con un nuovo alcaloide semisinte- 
tico della segala cornuta in ostetricia e ginecologia). 
ARTuURO GIAROLA. Ann. ostet. gin., 1948, 70: 449. 


Stoll and Hofmann (Helvet. chimica acta., 1943, 
24: 944) succeeded in a partial synthesis, starting 
with lysergic acid (one of the fundamental alkaloids 
of secale cornutum), which resulted in the produc- 
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tion of methyl ergobasin. This alkaloid differs from 
the natural alkaloid ergobasin, developed by Stoll 
and Burckhardt in 1935, in that it possesses a hy- 
droxy-butylamido radical in place of the hydroxy 
propylamido radical of the natural alkaloid. The 
tartaric acid salt of methyl ergobasin was introduced 
to the attention of the medical profession as mether- 
gine in 1943 and has since been employed extensively 
in the United States and Switzerland in an experi- 
mental capacity. This preparation was used at the 
Obstetrical and Gynecological Clinic at Milan, Italy, 
in 410 cases. Of this number 330 represented obstet- 
rical conditions and 80, gynecological conditions. 

Of the obstetrical patients, 100 were in the second 
stage of labor and the injection was made imme- 
diately after the birth of the head of the child; 215 
patients were in the puerperal period, the drug being 
used in place of the usual preparation of secale cornu- 
tum; 5 patients presented uterine inertia, and 10, 
puerperal subinvolution. During the discharge of 
the placenta, methergine exerted exactly the same 
effects as the natural preparation except that it acted 
much more rapidly, and in the author’s material 
there was no instance of retention of the membranes 
or incarceration of the placenta. In the puerperium 
there was not 1 instance of postpartum hemorrhage 
or of uterine atony. In the cases of bleeding due to 
uterine inertia the preparation exhibited an action 
very similar to that of pituitrin, but without the hy- 
pertensive effects of the hypophyseal extracts. 
When the cases of puerperal subinvolution showed 
evidence of inflammatory involvement, the treat- 
ment with methergine was combined, with excellent 
results, with hot douches (45.50° C) and sulfona- 
mides. 

The 80 gynecological patients presented 15 cases 
of metrorrhagia, of probable hormonal etiology in 
women in the period of sexual maturity; 12 cases of 
metrorrhagia on a premenopausal dyshormonal 
basis; 5 cases of metrorrhagia due to a benign neo- 
plasm in the premenopausal period; 34 cases of 
metrorrhagia accompanied by inflammatory affec- 
tions of the female genital apparatus; 5 cases of 
metrorrhagia of the menopausal period but without 
neoplasm; and g cases in which the preparation was 
administered preoperatively as a prophylactic meas- 
ure against hemorrhage. 

In the metrorrhagias associated with hyperplastic 
endometritis the favorable effects resulted in perma- 
nent cure when the methergine was associated with 
active hormonal preparations (corpus luteum, testic- 
ular hormones) in appropriate dosage. In the 
neoplastic cases the results were not good and the 
methergine treatment had to be supplemented by 
irradiation therapy to overcome the metrorrhagia. 
When methergine was given preoperatively there was 
a more or less marked diminution of the bleeding 
during the subsequent operation; however, the re- 
sults depended more or less on the type of operation 
(retroversion operation, fibroidectomy) as well as on 
the manner in which the individual patients reacted 
to the drug. 
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On the whole, the preparation was tolerated. per- 
fectly, whether given by mouth or parenterally. 
Joun W. BRENNAN, M.D. 


Present Position of Neurosurgery in Gynecology. 
ALBERT Davis. Brit. M.J., 1948, 2: 585. 


The rationale, technique, and results of a variety 
of operations, mainly designed to interrupt sympa- 
thetic pathways from the uterus, but all concerned 
with the relief of pelvic pain, are described. 

Resection of the presacral nerve is curative in 
cases of severe spasmodic dysmenorrhea. Of 86 
cases, extending over a period of 16 years, the re- 
sults in later cases show a considerable advance over 
results in earlier cases. The patients operated on be- 
fore 1934 showed a cure rate of 54 per cent, and 
those operated on up to 1945, a cure rate of 71 per 
cent. Of 8 patients operated on since that time, 
however, only one is not cured, and she admits to 
considerable improvement. This progression is due 
to a variety of causes: more extensive denervation, 
more careful peritoneal stripping, and more exten- 
sive coincident surgery, but the main factor has been 
increased care in the selection of cases. It has now 
been established that the only dysmenorrhea for 
which presacral neurectomy is basically indicated is 
the primary spasmodic type; congestive secondary 
cases may be improved, but the result is always 
problematical. Accordingly it is the author’s prac- 
tice to limit the operation to those patients suffering 
from intolerable colicky pain centered over the hypo- 
gastrium, and in whom all minor and operative 
measures— exercises, antispasmodics, cervical dilata- 
tion, and alcohol injection—have failed. Under these 
circumstances he found that 4.8 per cent of patients 
complaining of dysmenorrhea were suitable for pre- 
sacral neurectomy. The results of this operation for 
the relief of pain of incurable pelvic carcinoma in 
8 patients has not been encouraging. 

Ovarian sympathectomy is effected by the divi- 
sion of the infundibulopelvic ligament near the pelvic 
brim after mass ligation of the structure. The opera- 
tion is useful as an adjunct to conservative opera- 
tions on the adnexae, as in endometriosis, and in 
selected cases of mittelschmerz. It is questionable 
whether the advantages of this operation outweigh 
the possible dangers of interference with the hor- 
monal function of the ovary. 

Alcohol injection of the pelvic plexus is primarily 
of value in cases of severe spasmodic dysmenorrhea 
which have failed to react to medical treatment. It 
should be combined with dilatation of the cervix. 
Of 61 cases of primary spasmodic dysmenorrhea, 43 
(nearly 70%) were permanently and adequately 
relieved. 

Intrathecal alcohol injection is indicated in all 
cases of visceral pain arising from incurable pelvic 
carcinoma. When combined with simultaneous alco- 
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hol injection of the pelvic plexus, the results seem to 
be considerably better. A solution of ammonium 
sulfate may be substituted for the intrathecal alco- 
hol to circumvent some of the difficulties inherent in 
alcohol injections. However, in 2 personal cases the 
injection was painful and in neither was there a 
reasonable degree of subsequent relief. 

Section of the uterosacral ligaments, chiefly 
through the vaginal approach, is of value in intrac- 
table dysmenorrhea, but is mainly indicated for the 
relief of what might be called the “posterior para- 
metritis syndrome.” The basic pathology of this 
condition is a uterosacral lymphangitis secondary to 
cervicitis. The prime symptom is chronic low back- 
ache aggravated by walking, menstruation, and coi- 
tus, and examination reveals the tender contracted 
cordlike ligaments. The efficacy of this operation is 
controversial, probably due to variations in the 
depth and extent of the uterosacral divulsion. In 4 
cases, the results have been disappointing. Uterosa- 
cral alcohol injection, epidural block, paravertebral 
block, and chordotomy are briefly presented. 

GEoRGE Birnick, M.D. 


Study of the Uterine Cavity and of Tubal Permea- 
bility in the Fetus by the Method of Hystero- 
salpingography (Lo studio della cavita utero- 
tubarica fetale con il metodo della isterosalpingo- 
grafia). P. Sporo and I. ORLANDINI. Quad. clin. 
ostet. gin., 1948, 3: 400. 

Twenty-two female fetuses, which were born dead 
or died soon after birth and were without evidence of 
maceration and apparently without genital or extra- 
genital malformations, were examined by the same 
technique as that of hysterosalpingography in the 
adult living female for sterility. This material com- 
prised 3 fetuses in the third month of intrauterine 
life, 3 in the sixth month, 4 in the seventh month, 6 
in the eighth month, and 6 in the ninth month. 

In all these cadavers the tubes were permeable, 
either in situ or when the examination was repeated 
on the excised genital organs. In the work on the iso- 
lated organs the technique used was that of Markoff 
(Gyn. obst., Par., 1931, 23: 323). Inall cases the tubes 
were tortuous in the isthmic portion and undulatory 
or even spirally coiled in the ampullar portion. In no 
instance were there evidences of inflammation or of 
inflammatory sequelae in the tubal walls. 

The images of the tubes and the uterus were always 
uniform for the age of the fetus examined and fre- 
quently bore a striking resemblance to those de- 
scribed by other authors for the uteri of women suf- 
fering from the congenital form of primary sterility. 
The cervical cavity tended to be cylindrical without 
evidence of constriction at the cervicoisthmic junc- 
tion and the cervical shadow was at least twice as 
long as that of the corpus uteri. 

Joun W. BRENNAN, M.D. 
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PREGNANCY AND ITS COMPLICATIONS 


Concerning the Biologic Reaction of Galli Mainini 
in the Diagnosis of Pregnancy. Preliminary 
Studies. (Sulla reazione biologica di Galli Mainini 
per la diagnosi de gravidanze. Prime osservazioni). 
Luciano Nositt. Riv. ital. gin., 1948, 31: 352. 


In repeating the experimental work on the diagno- 
sis of pregnancy by the Argentine physician Galli 
Mainine in 1947, the author has been using, instead 
of the frog, Bufo arenarum of Hensel, the common 
field frog of Italy, the Bufo vulgaris. The reaction 
depends, as in the Mainini test, on the finding of 
mobile spermatozoa in the urine of the male frog fol- 
lowing the injection of the serum, or urine, of the 
gaa woman into the dorsal lymph sac of the 
rog. 

In 36 pregnancies from the first to the third 
month the test was negative in only 2 (these later 
showed positive), in 30 advanced pregnancies (from 
the fourth month on) the test was invariably positive. 
In a few women during the puerperium the test was 
positive as late as the sixth postpartum day. 

In 13 cases of adnexitis, 10 of benign and 9 of 
malignant tumor, 6 of secondary amenorrhea, 6 of 
the menopause, 5 of disturbed endocrine function, 
and in ro men the test was always negative. In 3 
ectopic pregnancies there were 2 negative reactions, 
and in 6 incomplete abortions there were 5. In 19 
nonpregnant women there was only 1 positive result. 

These figures, together with the constantly 
positive results following the injection of 100 I. U. of 
the gonadotropic chorionic hormone and the con- 
stantly negative results following the use of the 
other hormones (follicular, luteinic, and testicular) 
confirm the specificity and exactitude of the test. 
The test has practical value because of the speed of 
the reaction, the simplicity of the technique, the 
ease of microscopic demonstration of the sper- 
matozoa, and the economy in procuring and rearing 
the test animal. 

The author will report in future communications a 
larger material and more extensively on the physio- 
logic basis of the reaction. Further studies will also 
be concerned with the exact dosages involved and 
the significance of the time factors present. 

Joun W. BRENNAN, M.D. 


Pregnancy and Subacute Bacterial Endocarditis. 
Curtis L. MENDELSON. Am. J. Obst., 1948, 56: 645. 


Prior to the introduction of antibiotics, subacute 
bacterial endocarditis was a fatal disease. Pregnancy 
was rarely complicated by this condition. From 
1932 through 1947 there have been 10 such cases 
complicating pregnancy among some 50,000 patients 
at the New York Lying-In Hospital. Three cases 
occurred before the use of penicillin, and all of the 
patients died during pregnancy or the puerperium. 


Seven patients treated with penicillin survived preg- 
nancy and delivered normal living children. In 5 
of these cases the blood cultures proved that sub- 
acute bacterial endocarditis existed beyond doubt, 
while in 2 cases the blood cultures were negative. 

A past history of subacute bacterial endocarditis 
is not a contraindication to subsequent pregnancy. 
The advisability of childbearing should be deter- 
mined by the current cardiac status, and treatment 
should be given accordingly. Pregnancy does not 
alter the treatment of this disease. The prophylactic 
use of antibiotics during labor and the early puerper- 
ium is suggested to prevent the development or the 
recurrence of this condition. 

Joun R. Wo rr, M.D. 


The Ureogenetic Imperfection Coefficient of Mail- 
lard in the Nephropathies of Pregnancy (II 
coefficiente di imperfezione ureogenetica di Maillard 
nelle nefropatie gravidiche). A. Finotti. Riv. ital. 
gin., 1948, 31: 293. 

Thirty-six cases of nephropathy of pregnancy 
were studied by means of the coefficient of Maillard. 
Twelve of these were simple cases of albuminuria, 19 
were instances of acute nephritis, and 5 were cases 
of eclampsia in pregnancy. The coefficient is 

Ate Got is formol N x ‘ 
expressed by the formula: hypobromide N 100, in 

which the Formol N represents the ammonium N 

plus the N of the amino acids, and the hypobromide 

N represents the ammonium N plus the urea N plus 

the N of the amino acids. The method was chosen 

because it was believed to give a fairly comprehen- 
sive picture of the functioning of the liver. The 
results here obtained were then run parallel with 
those of the Ambard constant in order to determine 
if these two values respond in the same manner to 
the vicissitudes, normal and pathological, of the 
functioning of the kidney and liver. The normal 
average value for Maillard’s coefficient is found to 

be about 6.58. 

In the group of simple ambuminurias the findings 
were either within the normal or slightly above, but 
they were always comparable to the physiologic 
figures for that period of pregnancy. In these pa- 
tients the figures in 50 per cent of the cases returned 
to the normal nonpregnant level within 4 or 5 days 
postpartum. In the others the period of return to 
normal was as long as 1o days. In 2 instances in 
which the original figures had been quite high the 
coefficient was still elevated at the end of the tenth 
day in the puerperium. In the frankly nephritic 
cases the coefficient could again be forced into the 
limits of normality; however, the cases when viewed 
individually frequently gave figures too high to be 
explained otherwise than as an involvement of the 
liver. In this group the return to normal did not 
occur until from 10 to 15 days postpartum. In the 
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eclampsia group the figures both for the period of 
pregnancy and that of the puerperium were quite 
similar to those given previously. 

On the whole, the author concludes that the pro- 
tein metabolism as indicated by the coefficient of 
Maillard has not been sufficiently consistent or defi- 
nite in his material (which is admittedly meager and 
was studied in part during the war years when pro- 
tein food stuffs were scarce), and therefore cannot 
serve as the sole indication as to the condition of the 
protein metabolism in the kidney involvements of 
pregnancy. Joun W. BRENNAN, M.D. 


LABOR AND ITS COMPLICATIONS 


Labor in Brow Presentation (Sul parto nella presenta- 
zione di fronte). Costmo PuTIGNANO. Riv. ostet. 
gin., 1948, 3: 197. 

Fifty-nine cases of delivery in brow presentation 
were found among 13,232 births in the obstetrical 
and gynecological department of the University of 
Bari in the 20 year period from 1926 to 1945. This 
represents an incidence of 1.4 per cent. This high 
incidence is explained on the basis of the reluctance 
of the women of this region to present themselves at 
the clinic except for dystocia. In fact, the other com- 
mon complications of childbirth also make up a high 
percentage in this material. 

The mechanism of development of this complica- 
tion is discussed in the light of the various theories 
propounded from time to time (La Chapelle, Man- 
giagalli, Pollosson, Marchionnesche, and Alfieri). 
Special stress is placed on the “open mouth” theory 
of Alfieri and the clinical and cephalometric study of 
this theory by Moracci (Arch. ostet. gin., 1946, 51: 17 
—Internat. Abstr. Surg., 1947, 84: 76). In the au- 
thor’s material the determining factor could be es- 
tablished in 66.1 per cent of the cases. The factor in 
32.2 per cent was precocious rupture of the mem- 
branes, in 23.72 per cent, pelvic deformity, and in 
6.77 per cent, maceration of the fetus. There was 
one example each of twins and of placenta previa. 
Most numerous were the women over 27 years of 
age, multiparity, and fetuses of more than 2,750 gm. 
of body weight. 

When the patient entered the hospital the mem- 
branes were intact in 35.42 per cent of the cases, and 
the cervical dilatation was 3 cm. in 18.64 per cent, 
5 cm. in 11.86 per cent, 7 cm. in 23.72 per cent, and 
more than 7 cm. in 45.76 per cent. The fetus was 
alive in 59.32 per cent of the cases, in distress in 
23.72 per cent, and dead in 16.94 per cent. The 
presentation was occipitodextraposterior in 55.93 per 
cent of these labors, occipitolaeva-anterior in 25.42 
per cent, occipitolaevaposterior in 11.86 per cent, 
and occipitodextra-anterior in 6.77 per cent. 

In this clinic an expectant attitude predominated 
as a rule. The labor terminated spontaneously in 
27.11 per cent of the patients, with forceps in 54.23 
per cent, and with version in 11.86 per cent. Cesarean 
section was resorted to in 5.08 per cent of the mothers 
(always because of a deformed pelvis), and embryot- 
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omy in 16.94 per cent. Hysterectomy with bilateral 
salpingo-oophorectomy was done in a case of rup- 
tured uterus. 

The fetal mortality was 35.59 per cent; this in- 
cluded the fetuses which were dead on admission 
(16.94 per cent) and those dying after admission. 
Those dying during the surgical intervention com- 
prised 13.55 per cent, and those dying in the course 
of labor 5.08 per cent. There was a percentage of 
27.77 of fetal deaths among the primiparas and of 
39.02 among the pluriparas. Among the women with 
intact membranes on admission the fetal mortality 
was 20 per cent, and among those with ruptured 
membranes the mortality rose to 43.58 per cent. 
Spontaneous deliveries resulted in a fetal mortality 
of only 6.25 per cent; the mortality following the ap- 
plication of forceps was 46.87 per cent and that fol- 
lowing the classical version, 57.14 per cent. Among 
the small fetuses the mortality was 30.76 per cent, 
among those of normal weight it was 37.93 per cent, 
and among the large fetuses it was 41.76 per cent. 

The maternal morbidity was 18.64 per cent; how- 
ever, only 1.72 per cent (1) of the mothers died; this 
mother had a ruptured uterus. 

Joun W. BRENNAN, M.D. 


Spondylolisthesis as a Complication of Childbirth 
(Ueber die Spondylolisthesis als Geburtskomplika- 
tion). Ker1jo Sorva. Acta obst. gyn. scand., 1948, 28: 
137- 

The author adds 1 more case of pregnancy in a 
young woman with spondylolisthesis to the approxi- 
mately 30 cases of this type already reported. His 
patient had participated in the work about a farm 
house, had never noted any discomfort, and had not 
noted that she had become shorter in stature. She 
did not recall that any special stress had been placed 
on her spine and had had no accidental injury of any 
kind to her back. 

External observation evidenced immediately the 
peculiar characteristics of the spondylolisthetic in- 
dividual; her back was short and broad; she had no 
waist, the chest sitting immediately on the top of the 
pelvis; and she had a deep depression over the area 
of the lower lumbar spine, this depression terminat- 
ing abruptly by the sharp offset of the rather prom- 
inent upper angle of the sacrum. Roentgenologic 
examination, both before and after the removal of 
the child by cesarean section, showed that the fifth 
lumbar vertebra had slipped entirely off the articu- 
lar surface of the upper end of the sacrum and was 
resting horizontally, with its lower articular surface 
applied flatly to the anterior surface of the sacrum. 
This vertebra had, of course, dragged the fourth lum- 
bar vertebra down with it into an almost horizontal 
position. 

Since the pelvis was not greatly deformed, it was 
concluded that the spondylolisthetic process began 
rather late, after the pelvic bones had consolidated, 
and had perhaps become accelerated to produce the 
condition found only after the beginning of the preg- 
nancy. Joun W. BRENNAN, M.D. 
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Pethidine and Scopolamine in Labor. Hitpa Ros- 
ERTS. Brit. M.J., 1948, 2: 590. 

A series of 500 patients receiving pethidine 
(demerol) and scopolamine in labor has been ob- 
served. The first dose consists of pethidine, 100 
mgm., and scopolamine, 1/150 gr. (0.43 mgm.), in- 
tramuscularly. A second similar dose is given 1 hour 
after the first, but its administration must be judged 
according to the merits of each case. Subsequent 
doses can be given at intervals of 4 to 6 hours; how- 
ever, if possible, scopolamine is not given within 2 
hours (at least) of delivery, as it may promote some 
nonco-operation of the mother and some respiratory 
depression of the infant. The maximum dosage of 
scopolamine in this series was three doses each of 
1/150 gr., and it was given over a period of 18 hours, 
together with 400 mgm. of pethidine. The maximum 
amount of pethidine used in a single case in this 
series was 500 mgm., and this was given over a period 
of 30 hours together with two doses of scopolamine, 
each of 1/150 gr. The drugs were generally given 
intramuscularly, but if the patient was suffering un- 
duly and immediate relief was required the first dose 
was given intravenously. 

The degree of relief obtained was good in 82.2 
per cent, satisfactory in 13.8 per cent, and fair in only 
3.6 per cent of the patients. In 2 patients the degree 
of relief was difficult to assess. The results do not 
show any increase in either maternal or fetal mor- 
tality rates, and the incidence of postpartum hemor- 
rhage is not raised. 

There is a suggestion that pethidine and scopola- 
mine may have the effect of shortening the duration 
of labor. Uterine contractions, as recorded with the 
aid of an abdominal tambour, did not seem to be 
altered in rhythm or amplitude. The blood pressure 
and respiration are not significantly affected. In 
no case could the application of forceps be said to 
be due to the analgesia. | Georce Bunick, M.D. 


PUERPERIUM AND ITS COMPLICATIONS 


Epulis and the Puerperal State (Epulidi a stato puer- 
perale). G1ovANNI Luco. Riv. ostet. gin., 1948, 3: 
61. 


Three cases of epulis, developing during pregnancy 
in young women from 22 to 28 years of age and dis- 
appearing completely 2 or 3 months after childbirth, 
are reported. In 2 of these patients the dark red, 
violaceous excrescences involved the gingival border 
on the left side of the upper jaw in the region of the 
canine tooth. In 1 of these the growth returned with 
a second pregnancy, but in this instance it was lo- 
cated on the right side, involving the area of the 
lateral incisor tooth. In this patient a biopsy speci- 
men disclosed the typical confused arrangement of 
sarcomatoid, fusiform cells interspersed with huge 
cells with many, centrally located nuclei (myeloplax). 

In the third patient the gingival growth started on 
the lower jaw, more or less on the midline, and spread 
somewhat toward the right side. Here a small biopsy 
specimen near the edge of the growth exhibited the 


same sarcomatoid stroma without atypical karyoki- 
nesis, as in the previous biopsy, and without evidence 
of myeloplax. This growth was quite vascular. After 
delivery there was the same diminution in size of the 
growth and the same paling to a normal pinkish 
color. In this case another biopsy specimen was pro- 
cured a month after delivery, and histologically it 
exhibited a more mature connective tissue type of 
stroma cell forming a sort of meshwork around ex- 
tensive areas of hyaline degeneration of sarcomatoid 
cells. The blood vessels had also apparently under- 
gone the same hyaline regressive change. The basal 
layers of the overlying epithelial layer appeared to 
be undergoing the same type of hyaline degeneration; 
the epithelial layer was thinner than normal and the 
epithelial pegs had largely disappeared. 

The author suggests that the regression of these 
growths after childbirth might be the result of the 
protective action of lactation against the allegedly 
carcinogenic action of the estrogenic hormone of the 
ovary, and he believes that extracts of the active 
mammary gland should be tried in cases of epulis 
developing under nonpregnant conditions. 

One thing is certain, and that is that the treatment 
is not surgical. Joun W. Brennan, M.D. 


Puerperal Perigenital and Perineal Hematomas. 
FRANK J. WALSH and Howarp I. GANSER. Am. J. 
Obst., 1948, 56: 869. : 

Puerperal perigenital and perineal hematomas are 
accumulations of blood in the perigenital soft con- 
nective tissue resulting from the rupture of a blood 
vessel, usually a vein, incumbent on the trauma of 
labor. Such a complication usually occurs during 
the descent of the fetus or shortly after delivery. 
The blood escaping into the connective tissue follows 
the planes of cleavage of the fascia. When this oc- 
curs high in the genital tract, the blood tumor forms 
within the broad ligaments, fills the pelvis, and may 
extend retroperitoneally to the region of the kidney 
or the diaphragm. When low in the genital tract, 
the hematoma will fill the vagina, distend the peri- 
neum and vulva, or displace the rectum or urethra. 

Three cases observed at the St. Elizabeth Hospital, 
Chicago, are presented—t1 perineal, 1 vaginal, and 1 
supravaginal. 

Early incision of the hematoma with ligature or 
suture ligature of the large vessels and packing of 
the hematoma cavity is the treatment of choice for 
perineal or vaginal hematomas. In the supravaginal 
variety, laparotomy is indicated, and hemostasis 
must be secured, even if a hysterectomy is necessary. 

Joun R. Wotrr, M.D. 


NEWBORN 


Some Aspects of the Problem of Hemorrhages in 
the Newly Born (Alguns aspectos do problema das 
hemorragias no recemnascido). OTTO CIRNE. Rev. 
obst. gin. S. Paulo, 1947, 8: 103. 


Hemorrhage in the newly born may be due to vas- 
cular lesions incurred during labor, to so-called 
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hemorrhagic disease of the newly born, and to heredi- 
tary conditions. Systematic autopsies have shown 
that natal and neonatal mortality from hemorrhage 
caused by traumatism of labor is much greater than 
was hitherto accepted. The most important and the 
most frequent of these hemorrhages are the intracra- 
nial and thesuprarenal. Intracranial lesions, especially 
of the septa of the dura mater, are nearly always ac- 
companied by hemorrhage. In addition, the suction 
acting on the head of the fetus after rupture of the 
membranes may produce blood suffusions in the 
brain. The varying sites of the hematomas and the 
degree of compression which they exert on the brain 
cause the variability in symptoms when the child 
survives labor. 

Massive hemorrhage of the suprarenals is nearly 
always bilateral, may reach the capsule, and may 
result in effusion of blood between the layers of the 
peritoneum and into the peritoneal cavity itself. In 
most cases the diagnosis has been made at autopsy, 
but it is possible to make the diagnosis during life. 
The condition presents the appearance of pneumonia 
and for this reason has been given the name of 
pseudopneumonia of the newly born; however, the 
true condition can be recognized by means of a care- 
ful clinical examination and study of the blood. It 
should also be noted that cases of hemorrhage due to 
traumatism of labor tend toward aggravation during 
the first days of life. 

Clifford’s concept that hemorrhagic disease of the 
newly born is a syndrome of spontaneous internal or 
external hemorrhage associated with hypoprothrom- 
binemia is now generally accepted. In this connec- 
tion should be remembered the fact that there is a 
physiologic hypoprothrombinemia in the newly born 
during the first days after birth; under normal condi- 
tions, the child is born with a relatively high concen- 
tration of prothrombin which from the first day after 
birth decreases gradually and then increases gradual- 
ly to reach normal values about the sixth day. Thus, 
all newly born are exposed to the potential danger of 
hemorrhage during the period of physiologic fall in 
the rate of prothrombin. In addition, this pro- 
thrombinopenia may turn into a pathologic condi- 
tion if the natural processes do not promptly help to 
re-establish a sufficient concentration of prothrom- 
bin. Some authors claim that, if the prothrombin 
rate falls below 25 per cent of normal, hemorrhagic 
disease ensues. Other conditions may also contribute 
to the hemorrhagic tendency: the liver may be in- 
sufficient or incapable of producing prothrombin al- 
though the necessary materials are present in the 
organism, or the bile ducts may be obstructed and, 
despite normal liver function and the presence of 
vitamin K in the intestine, this vitamin cannot be 
emulsified for absorption. And recently, some in- 
vestigators have shown that in some cases of hemor- 
thagic disease prothrombinopenia cannot be ac- 
cepted as the direct cause of the disorder. 

In rather rare instances, the newly born may be a 
carrier of hereditary abnormalities, such as hemo- 
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philia, hereditary pseudohemophilia (hereditary 
hemorrhagic thrombasthenia of Glozmann, throm- 
bopenic hemorrhagic purpura, or hereditary throm- 
bopenic purpura), hereditary hemorrhagic telangiec- 
tasis, better known as Osler’s disease (disease of 
Lendu-Osler, of Weber, or heredofamilial angio- 
matous disease of Goldstein). 

The rate of prothrombin in the newly born can be 
increased by means of vitamin K administered to the 
mother or to the child, and it would seem that the 
best effect can be obtained by giving an adequate 
oral dose (50 mgm.) to the mother from 12 to 4 hours 
before labor. This method is indicated in all cases in 
which the occurrence of hemorrhage in the fetus is 
thought to be likely. Some authors have advised the 
systematic use of vitamin K in all pregnant women 
during the last weeks of pregnancy as a prophylactic 
measure against hemorrhage of traumatic or spon- 
taneous origin, or to prevent the usual prothrom- 
binopenia of the newly born. The advantage of this 
measure is open to discussion. It would be justified 
in vitamin K deficiency in the mother with repercus- 
sion on the fetus. Evidently it could not change the 
incidence of intracranial and other hemorrhages due 
to traumatism of labor, but it could prevent aggrava- 
tion of these hemorrhages. It could also be used to 
advantage in cases in which breast feeding is im- 
possible. However, vitamin K should not be the 
only recourse in cases which do not respond promptly 
to treatment. For instance, in hemophilia the trans- 
fusion of whole blood is the only available measure 
although its results are rather uncertain, while vita- 
min K may help to correct the physiologic prothrom- 
binopenia and thus improve the possibility of blood 
coagulation. 

As the transfusion of whole blood plays a very 
important part in the solution of the problem of 
hemorrhage in the newly born, rigorous classification 
of the blood to be used is imperative. Parents should 
never be taken as donors; however, when no Rh 
negative donor is available, maternal blood may be 
used for the transfusion of washed red cells. 

RICHARD KEMEL, M.D. 


MISCELLANEOUS 


The Permeability of the Human Placenta to Water 
and the Supply of Water to the Human Fetus 
as Determined with Deuterium Oxide. L. M. 
HELLMAN, L. B. FLEXNER, W. S. WitpeE, G. J. 
VosBurGH, and N. K. Proctor. Am. J. Obst., 1948, 
56: 861. 


Changes in the permeability of the human placenta 
to water have been measured from the fourteenth 
week of pregnancy to term. Deuterium oxide was 
the tracer material used. 

The human fetus receives across the placenta at 
the fourteenth week of gestation 700 times, and at 
the thirty-first week, 3,800 times as much water as 
is incorporated in the growing tissues. 

Joun R. Wotrr, M.D. 
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ADRENAL, KIDNEY, AND URETER 


Paraganglioma. CaRLeTon A. SmitH. J. Urol., Balt., 
1948, 60: 697. 

A case of an extra-adrenal medullary tumor 
(paraganglioma) is presented. The symptoms con- 
sisted of paroxysmal hypertension and blanching of 
the finger tips. Roentgenologic studies showed a 
soft tissue mass 6.5 by 5 cm., containing flecks of 
calcium located between the left transverse processes 
of the second and third lumbar vertebrae. An excre- 
tory urogram showed the left ureter to be deflected 
around this mass. An accurate preoperative diag- 
nosis was made. 

Surgical removal was immediately followed by 
shock, which was successfully treated by the subcu- 
taneous and intravenous injection of epinephrine, 
the intramuscular injection of epinephrine in oil, the 
intravenous infusion of isotonic solution of sodium 
chloride, the transfusion of blood, and the use of 
adrenal cortical extract. Joun L. Emmett, M.D. 


Anatomy of Pararenal Veins. Barry J. ANSON, EARL 
W. CAULDWELL, JAMES W. Pick, and Linpsay E. 
Beaton. J. Urol., Balt., 1948, 60: 714. 


Four hundred and fifty adult cadavers were exam- 
ined with reference to the pararenal system of veins. 
This precise and painstaking work by the authors 
makes it quite clear that the traditionally simple 
form of renal pedicle commonly portrayed in stand- 
ard anatomical texts cannot be accepted in the light 
of critical study of the kidney area. The kidneys 
receive numerous arteries from varied sources, and 
venous tributaries converge upon them from both 
adjacent and remote visceral and parietal structures. 
The pattern of renal and pararenal vascularity varies 
within definable ontogenetic limits, and the authors 
describe the more common plans, together with the 
more usual variations. JosepH E. Maurer, M.D. 


Treatment of Bilateral Renal Calculi. M. S. S. 
EartaM. Austral. N. Zealand J. Surg., 1948, 18: 16. 


The determination of the suitability for operation 
of patients who have bilateral staghorn calculi is 
dificult. In general, three principal criteria are 
used: (1) the renal function, (2) the degree of urinary 
infection, and (3) the age and general condition of 
the patient. The patient should be reasonably young, 
with good renal function and minimal infection. 
Other factors to consider are the size and complexity 
of the branching calculus and the thickness of the 
remaining renal parenchyma. Occasionally, bilateral 
operation is feasible. In some cases in which the 
disease is advanced on one side and moderate on the 
other, conservative surgery on one side and nephrec- 
tomy on the other is the procedure of choice. 

The most important point in operative technique 
is adequate exposure, with resection of the twelfth 


rib if necessary. Usually, the greater portion of the 
stone can be removed through a pyelotomy incision, 
the remaining pieces being extracted through nephro- 
tomy incisions. Complete removal of all stony ma- 
terial is most important to avoid recurrence, and 
should be checked roentgenologically during opera- 
tion. Postoperative drainage is maintained by means 
of a nephrostomy-tube. In some cases a:ureteral 
splint is left in place for a period of 3 weeks. 

Postoperative treatment consists of a copius in- 
take of fluids and chemotherapy. Continuous lavage 
with “Suby G” solution through the nephrostomy 
tube should be done in all cases in which it is sus- 
pected that fragments of stones remain, or in cases 
in which severe alkaline infections complicate the 
situation. 

Long-term treatment to prevent recurrence of 
stone consists of chemotherapy, a permanently in- 
created intake of fluids, and acidification of the 
urine by means of the acid-ash diet. Adequate 
amounts of vitamins should be taken. Attempts may 
be made to reduce the excretion of calcium and cal- 
cium solubility without alteration of the pH of the 
urine by the administration of stilbestrol, or reduc- 
tion of the excretion of phosphates by the injection 
of ‘‘amphojel.”’ 

“Decubitus” calculi (calculi which form during 
long periods of immobilization) are caused by decal- 
cification of the skeleton and stasis in the renal pelves 
and calices during prolonged periods of confinement 
to bed. The best method of prevention is the liberal 
administration of fluids and frequent turning of the 
patient. When this condition is refractory, acidifi- 
cation of the urine may be necessary. 

Parenchymal calculosis is the result of occlusion of 
the renal tubule by proliferation of the tubular epi- 
thelium. The mass of cells degenerates until a homo- 
genous mass is formed on which calcium salts are 
deposited. These calcium “masses” or “calculi” 
usually maintain their position in relation to the 
pelviocaliceal system, without change for years. 
Occasionally, however, they may work their way 
into the pelvis and be passed. 

Joun L. Emmett, M.D. 


Partial Nephrectomy in Renal Hydatidosis (La ne- 
frectomia parcial en la hidatidosis renal). Emzio A. 
BONNECARRERE and RuBEN ARDAO. Bol. Soc. cir. 
Uruguay, 1948, 19: 75. 

Hydatid cysts of the kidney are always intrarenal 
and subcapsular, and when found in the renal cavity 
always arise from a small base in one calix. 

The pathologic and clinical picture consequently 
will be that which results from mechanical obstruc- 
tion because of the size of the cyst and atrophy from 
pressure upon the glomerule and tubules. 

Since a hydatid cyst is considered an incapsulated 
parasite arising from a small base, modern surgical 
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procedure calls for the simple removal of the cyst i 
toto along with the base and its adjacent tissues. The 
kidney is no exception in this regard. 

Two cases are reported in which partial nephrec- 
tomy with complete removal of the cyst was done. 
Rapid uneventful recovery and permanent cure fol- 
lowed. STEPHEN A. ZIEMAN, M.D. 


Cysts of the Mesonephric Tract. E. R. Reay. Aus- 
tral. N. Zealand J. Surg., 1948, 18: 26. 


The author presents 2 cases of cysts which he re- 
garded as vestigial remains that arose presumably 
from the wolffian tract. The first patient was a new- 
born female infant. The cyst presented in the ante- 
rior vaginal wall which caused retention of the urine 
as a result of urethral compression. Needle aspira- 
tion and filling with an opaque medium showed a 
large pelvic cyst which deformed the bladder and 
pushed it forward. A lower sausage-shaped portion 
of the cyst extended into the vagina. The contents 
of the vaginal portion of the cyst were drained and 
this part of the cyst had not refilled after 6 months. 

In the second case, that of a man 56 years old, 
there was a large cystic abdominal tumor which 
displaced the left kidney upward, the ureter medial- 
ly, and the colon laterally. Surgical exploration 
showed the cyst to be too extensive for removal, so 
the contents of the cyst were aspirated. The lining 
of the cyst was peeled out and the bleeding was con- 
trolled. Microscopic section of the wall of the cyst 
showed it to consist mainly of primitive renal tissue. 
The glomeruli were scanty and primitive, and showed 
all stages of atrophy and degeneration. 

The author gives the embryologic explanation for 


the occurrence of these cysts. 
Joun L. Emmett, M.D. 


Spontaneous Subcapsular Perirenal Hematoma 
(Sull’ematoma perirenale sottocapsulare spontaneo). 
Domenico SALSANO. Policlinico, sez. prat., 1948, 
55: 1137. ; 

The etiopathogenesis of nontraumatic perirenal 
hematomas has been and still is the subject of dis- 
cussion. They are divided into three groups accord- 
ing to their location: (1) the subcapsular, which are 
rare in comparison with the others, (2) the extracap- 
sular, which occur in the perirenal fatty tissue and 
may spread to the iliac fossa and even the root of the 
thigh, and (3) the mixed, which begin as subcapsu- 
lar, break through the capsule and become also extra- 
capsular. 

The acute forms start suddenly and present nearly 
always the symptomatic triad of Wuenderlich: sud- 
den, violent pain in the lumbar region, irradiating 
to the entire abdomen but always more intense on 
the side of the lesion; signs of acute anemia due to 
internal hemorrhage; retroperitoneal swelling which 
increases rapidly and usually assumes the character 
of an enlarged kidney which may extend upward to 
the costal margin and downward to the pelvis. 
Sometimes there are premonitory signs consisting of 
small colics caused by small perirenal hemorrhages 
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preceding the large one. The symptomatic triad 
may be associated with less constant symptoms: 
hematuria, fever, shock, peritonitic signs, subicterus, 
anuria, ecchymosis, scoliosis, and roentgen signs of 
paranephritis. 

In the chronic forms, which are much rarer, the 
onset and course are silent and the hematoma is dis- 
covered at autopsy, or the silent onset is followed by 
slight, occasional colics due to small hemorrhages 
which tend to become encysted, or there may be only 
a sensation of weight and painful pulling in the lum- 
bar region. 

When Wuenderlich’s triad is present, the diagnosis 
can be safely established, but it is impossible before 
operation in the chronic forms. The prognosis in the 
acute forms must be very reserved since the mor- 
tality in operative cases amounts to about 50 per 
cent; the prognosis is better in the chronic forms. 
The treatment can be only surgical and must be 
instituted promptly. 

The author reports a case of acute, spontaneous, 
subcapsular, perirenal hematoma in which preopera- 
tive diagnosis was nearly impossible because the 
pain was not as sudden and as violent as in the classi- 
cal cases and the signs of acute hemorrhagic anemia 
were sketchy and were not accompanied by a rapidly 
increasing lumbar swelling. It seems that an ex- 
clusively renal origin of the disorder must be rejected 
since the kidney did not present any tumoral, sup- 
purative, tuberculous, or hydronephrotic lesions, but 
showed a picture of perinephritis with acute inflam- 
matory changes in the capsule and moderate in- 
flammation of the cortex. The patient had received 
a contusion of the dorsolumbar region 8 years pre- 
viously and another 3 years previously, and had been 
submitted to diathermocoagulation for bladder pap- 
illoma 1 year and 3 months, respectively, before ad- 
mission, and these interventions had been followed 
by cystitis and pyelitis. Consequently, the occur- 
rence of the parallergic phenomenon of Sanarelli- 
Schwartzmann could be invoked as explanation of 
the disorder. According to this interpretation, there 
would have been the following succession of events: 
(1) contusion of the lumbar region with probable 
production of a local hematoma, a site of minor resist- 
ance into which bacteria gained a foothold by the 
hematic route with resulting perinephritis; (2) new 
introduction of toxins into the circulation during the 
cystitis-pyelitis, and the formation of special angio- 
toxins which determined a new and considerable 
hemorrhage. From this point of view, the case may 
be regarded as a typical and rare example of subcap- 
sular perirenal hemorrhage probably due to-allergic 
changes in the perirenal vascular system. 

RICHARD KEMEL, M.D. 


Mesoblastic Nephroma in Adults. Ormonp S. 
Cup and Frank W. Hartman. J. Urol., Balt., 
1948, 60: 552. 

Embryonal tumors of the renal cortex have been 
reported with more than 50 different pathologic 
diagnoses. The resulting confusion in nomenclature 
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has no parallel in either urology or pathology. After 
meticulous histologic study of several of their own 
bizarre kidney tumors, and a review of the literature, 
the authors are convinced (1) that most of these 
tumors are closely related neoplasms rather than 
distinct morphologic entities, (2) that such tumors 
vary too much in cellular structure and architecture 
to permit minute morphologic classification in each 
instance, (3) that attempts to create new categories 
for the more complicated tumors have caused most 
of the confusion which now exists, and (4) that some 
of these embryonal tumors are so grotesque that even 
capable pathologists will not agree on the final 
morphological interpretation. 

Because of this chaos, the authors attempted to 
review all of the malignant cortical tumors in adults 
which seemed to be of embryonic origin; and from 
the maze of earlier reports and the study of 8 em- 
bryonal cortical tumors in adults at the Henry Ford 
Hospital they have attempted to evolve a simple and 
practical classification of embryonal kidney tumors, 
to classify when possible, reclassify when necessary, 
and eliminate when doubtful, the previously re- 
ported tumors, and to analyze the clinical behavior 
of the tumor groups. 

Malignant tumors originating in the cortex have 
been grouped as (1) carcinomas arising from mature 
renal tubules (clear cell and adenocarcinoma) and 
(2) embryonal tumors derived from the renal blas- 
tema. 

Of the embryonal cortical tumors, the mixed 
tumors have attracted most attention, and the most 
acceptable concept of their development has been 
summarized by Bell. ‘‘The renal blastema is com- 


posed of rather primitive mesenchymal cells and it is 
easily possible that they retain multipotential 
properties.”” These tumors are embryonal in origin. 
Furthermore, the parent multipotent cells are capa- 
ble of producing a great variety of morphologic 


pictures. All of these tumors have an inherent 
potential for mixed histology but occasionally one 
cell type may dominate the picture. 

For the sake of simplicity and accuracy, the 
authors suggest that minute morphologic distinc- 
tions be avoided and that the term Wilms’ tumor be 
abolished. They have selected embryonal nephroma 
as the most accurate term to describe all renal tumors 
of embryonal derivation. Embryonal nephromas, 
in turn, may be divided into (1) those of mesoblastic 
origin (cortex) and (2) those of mesonephric origin 
(pelvis). 

Mesoblastic nephroma, therefore, is the name of 
choice for the tumors which they have studied. It 
specifies location, derivation, and cannot be con- 
fused with other groups. Only 4 subdivisions are 
needed to embrace all of the morphologic variations: 
(1) mixed, (2) carcinoma, (3) sarcoma, (4) undif- 
ferentiated. 

Mixed cell type. These tumors contain both epi- 
thelial and connective tissue elements in the primary 
endoplasm. The degree of differentiation and re- 
sulting morphologic pictures vary considerably. The 
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so-called Wilms’ tumors have been included in this 
group. 

Ninety-seven of these mixed tumors were col- 
lected from the literature and four cases of the au- 
thors were described in detail. These then are by 
far the most common type and the most representa- 
tive of mesoblastic nephromas. Analysis revealed 
that the age spread was from 16 to 80 with the 
greatest incidence during the sixth decade. There 
was no significant difference noted in the sex dis- 
tribution or the site of the tumor. 

Urologic symptoms varied from a few asympto- 
matic and unsuspected tumors discovered at autopsy 
to advanced stages of generalized metastases ac- 
companied by large palpable masses, gross hem- 
aturia, and severe pain. Eighty-four per cent of 
these patients had a palpable mass, 72 per cent 
complained of pain on the affected side, and 53 per 
cent had some degree of hematuria. Only 14 of the 
64 analyzed cases presented the complete triad of 
mass, pain, and hematuria. There ‘was nothing 
pathognomonic of any special type of renal tumor. 

The average duration of symptoms was 2 years 
and 7 months, but if 5 cases were excluded, the 
average was 12.5 months. 

Sixty patients were known to have nephrectomy. 
Most of these were done through the conventional 
lumbar incision. Fifty-five of the patients treated by 
nephrectomy had follow-up studies, and 45 of these 
died with a known mortality of 82 per cent. Most of 
the postoperative deaths occurred during the sub- 
sequent 12 months. Most of the patients treated in 
recent years received postoperative irradiation. 

Autopsies were reported in 32 cases. Local re- 
currence of the tumor was the most common find- 
ing. Metastases were found most frequently in the 
regional lymph nodes, lungs, and liver. Ten patients 
were reported well from 3 months to 15 years after 
nephrectomy. 

Study of successful cases revealed that there was 
no correlation between survival and either the size 
of the tumor or the individual histology as recorded 
in the original report. Transperitoneal nephrectomy 
seemed to have no advantage over the lumbar opera- 
tion except to aid removal of extremely large tumors. 

Carcinoma. Embryonal carcinomas are probably 
more common than the literature would imply. The 
authors believe that embryonal carcinomas are po- 
tentially or actually mixed cell tumors in which the 
primitive epithelial elements have completely domi- 
nated the histology. The resulting pictures vary 
from the embryonal adenocarcinoma to the undif- 
ferentiated type with alveolar and solid cellular 
arrangements as intermediate degrees of malignancy. 
Ewing states that embryonal adenocarcinoma of 
adults is a rare but characteristic tumor. Eighteen 
cases were found which seem to belong in this adult 
study, to which the authors add 3 case reports. Most 
of the patients with embryonal carcinoma died fol- 
lowing nephrectomy. No significant differences 
could be found between this small group and the 
mixed cell tumors, except the histological variation. 
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Sarcoma. The sarcoma group was the most con- 
fused and the most difficult to review satisfactorily. 
In the early literature sarcomas were diagnosed on 
gross examination alone, by bits of tissue removed 
through ureteral catheters, and even on the assump- 
tion that any bilateral renal tumor must be sarcoma. 
Today the sarcomas are confused with undiffer- 
entiated carcinomas. The only tumors that right- 
fully belong in this group are neoplasms composed 
only of embryonic connective tissue elements. The 
authors found one such tumor in their series and 
after careful examination of 114 reported cases in 
adults, they selected 30 which may belong in this 
embryonal group. The others were omitted because 
of their incomplete morphologic data or because of 
obvious origin in the renal capsule. 

Renal sarcomas have varying microscopic pictures 
and have been grouped as fibrosarcoma (including 
spindle cell type), myosarcoma (including leiomyo- 
sarcoma and rhabdomyosarcoma), liposarcoma, 
lymphosarcoma, osteoblastic, and undifferentiated. 
These subdivisions illustrate the extreme multi- 
potentiality of the parent cells and represent increas- 
ing degrees of malignancy. 

The clinical analysis of this group closely paral- 
leled the mixed cell tumors. No significant differ- 
ences were found in sex, or site of the primary growth. 
Symptomatology was similar to that of the mixed 
cells with no diagnostic signs or symptoms indicative 
of sarcoma per se. 

Most of the patients were nephrectomized and 
died soon thereafter, despite postoperative irradia- 
tion in many cases. Local recurrences of the sar- 
comas were common and metastases were found 


most frequently in the lymph nodes, lungs, and 


liver. No correlation was found between survival 
and the type of sarcoma. 

Undifferentiated. Most of the highly malignant 
cortical tumors composed of very primitive cells 
can be identified as either undifferentiated car- 
cinomas or undifferentiated sarcomas. Smith men- 
tioned an embryoma in which he thought it was 
impossible to recognize either epithelial or connective 
tissue elements and designated it as a completely 
undifferentiated tumor of embryonal origin. This 63 
year old patient died. 

The authors summarized that after reviewing the 
literature and studying 8 of their own embryonal 
cortical tumors, they are convinced that all these 
embryonal neoplasms are closely related rather than 
distinct morphologic entities. They suggest that 
they be called mesoblastic nephromas and that more 
complicated pathologic terms, as well as the name 
Wilms’ tumor, be avoided. 

These tumors occur at any age, in both sexes, in 
either kidney, usually are very malignant, and tend 
to recur after either lumbar or transperitoneal 
nephrectomy; they metastasize io lymph nodes, 
lungs, and liver most frequently, cannot be dis- 
tinguished from other renal neoplasms clinically, 
and appear to be influenced very little by irradia- 
tion. The clinical course usually is rapid and most 
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deaths occur within 12 months of diagnosis and 

treatment regardless of the specific tumor type. 

Like other malignant tumors, operative cures will 

depend on very early recognition and even then 

survival will probably be confined to the few meso- 

blastic nephromas with relatively low malignancy. 
RoBErtT O. BEADLES, M.D. 


Adenocarcinomas of Kidney. James D. FRYFOGLE, 
Matco.im B. DockertTy, O. THERON CLAGETT, and 
Joun L. Emmett. J. Urol., Balt., 1948, 60: 221. 


The authors of this article wish to present a specific 
group of tumors that show a constant microscopic 
cellular differentiation, the dark-celled adenocarcino- 
mas, and to correlate the clinical, surgical, and post- 
operative records with the pathologic study which 
they made. 

Seven hundred and sixty-eight malignant neo- 
plasms of the renal cortex were examined grossly 
and microscopically. The fresh frozen section tech- 
nique with Terry’s polychrome methylene blue stain 
was used to rule out those tumors presenting the 
“typical hypernephroma”’ picture of the clear vacuo- 
lated cell types. Because of the necrotic condition of 
some of the tumors and the difficulty of using the 
fresh tissue stain on formalin-fixed material, all 
doubtful lesions were recut and stained with hema- 
toxylin and eosin. 

An effort was made in this study to compare the 
cytologic characteristics of the dark-celled carcino- 
mas with normal renal histologic structure. Speci- 
mens of “normal” kidneys were taken from a 7 
month stillborn infant and from subjects in each 
decade through 70 years of age in an effort to find a 
microscopic picture compatible with the renal strain 
of the varied age groups. None of these subjects 
had died from renal disease; yet evidence of epithe- 
lial regeneration, especially about the glomeruli in 
the older kidneys, was seen. In 2 of the subjects more 
than 40 years of age, glomerular capsular prolifera- 
tion with compression of the tufts was noted. These 
proliferating cells were small and darkly stained and 
had faint basophilic granulations. The epithelial 
cells forming the crescents presented varying stages 
of fibrosis. The intracapillary cytologic pattern 
showed no significant changes except in 1 case in 
which hyalinization marked previous glomerulo- 
nephritis. 

Careful study of the component parts of the tubule 
showed cells of clear cytoplasm lining the proximal 
and distal convoluted tubules. Horizontal sections 
through the medullary rays provided sections of 
Henle’s loop. 

Two factors contribute to the continued use of the 
term “hypernephroma,” even though the origin of 
cortical carcinomas is now established as being the 
renal parenchyma: (1) the historic use of the term 
and the extreme controversy when it was introduced, 
and (2) the confusion of names applied to cortical 
malignant lesions by two main groups, the radiolo- 
gists and the pathologists. The fallacy of classifica- 
tion of any group of tumors on the basis of clinical 
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benefit derived from roentgen rays without patho- 
logic support is evident. 

Likewise, the abundance of patterns seen micro- 
scopically in cortical malignant lesions should be 
proof in itself of the inadequacy of classification on 
this basis. 

Cytology as a basis for classification has been dis- 
missed because both dark-celled and clear-celled 
strands are usually seen in the same tumors. 

For these reasons teachers have been reluctant to 
discard the term “‘hypernephroma,”’ which, although 
genetically false, is understood by all to mean a 
malignant renal tumor. 

For the sake of clarity the authors too have used 
the term “hypernephroma” in the microscopic re- 
ports, but after being confronted with a lesion that in 
no way, gross or microscopic, resembled Grawitz’ 
original description, examining all the other “hyper- 
nephromas” removed at the clinic, and writing this 
article, they are convinced that the dark-celled 
adenocarcinoma is a tumor entity in itself and de- 
serves recognition as such. 

In the authors’ series, 12 of the patients had ex- 
trarenal extension. Of these only 4 survived for long 
periods: 1 whose lesion was graded 3, 1 with aortic 
nodal involvement, and 2 with a venous thrombus. 
All 4 patients were women. 

With an average of symptoms measured in months 
prior to diagnosis, it does not seem logical to assume 
that in clinic patients the diagnosis is made earlier 
than elsewhere. Those patients who, at operation, 
had widely disseminated or high grade lesions died 
from their tumors in the same manner and time in- 
tervals that are recorded for all types of cortical 
malignant lesions, be they clear-celled, dark-celled, 
or mixed. 

The survival of patients with large tumors (from 
1,000 to 3,400 gm. in weight) is of interest. These 
patients were all women. 

The close microscopic resemblance of embryonal 
dark-celled tubules and the exactness of the micro- 
scopic picture of dark-celled adenomas to the tumors 
under discussion point to the possible site of origin. 

In the present series there were 29 cases of pure 
dark-celled adenocarcinomas (3.8 per cent of cortical 
malignant lesions). Their diagnosis cannot be made, 
as such, preoperatively, but it is suspected by altera- 
tion of the gross color and ill-defined encapsulation 
and is proved by multiple microscopic sections show- 
ing only the dark granular cells. The tumors differ 
from mixed and from clear-celled adenocarcinomas in 
that they contain little or no intracellular fat, they 
appear to occur more frequently in women than in 
men, and that the most frequent symptom complaint 
is that of a mass. They frequently calcify and, re- 
gardless of size, if the tumor is removed before ex- 
trarenal extension occurs, the patients, especially 
the women, have long-term survivals. The prognosis 
in this small series was somewhat better than for 
hypernephromas. 

Of 29 patients, 8 underwent operation within the 
last 5 years, 1 patient was followed up for only 3 
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years, which left 20 patients eligible for the calcula- 
tion of a § year survival rate. Ten patients (50 per 
cent) lived 5 or more years after operation. Al- 
though the series is small, it is interesting to note the 
difference between the survival rate among men 
and women. The 5 year survival rate for men was 25 
per cent (2 of 8) as compared to a 67 per cent (8 of 
12) 5 year survival rate for women. Also, all of the 
long-term survivals occurred in women. These were 
21, 22, and 31 years postoperatively. 


Late Results of Surgical and Nonsurgical Treat- 
ment of Ureteral Calculi Studied with Excre- 
tion Urography (I risultati lontani della cura 
cruenta ed incruenta della calcolosi ureterale studiati 
con l’urografia di eliminazione). L. GurGIAN. Ann. 
ital. chir., 1948, 25: 353. 

In an attempt to verify the condition of 30 pa- 
tients with ureteral calculi treated at the Surgical 
Clinic of Pisa from 1927 to 1947, Gurgian found that 
10 could not be traced and 4 had died (3 from general 
diseases and 1 following operation for lithiasis of the 
controlateral kidney); 5 wrote that they were well 
but refused to come to the clinic for examination; 
and the remaining 11, of whom 8 had been treated 
surgically and 3 nonsurgically from g to 20 years pre- 
viously, agreed to submit to excretion urography 
and the usual urine examinations. Three roent- 
genograms were taken of each of the 11 patients: one 
before injection of opaque substance to determine 
the eventual presence of calculi, another during the 
first minutes after the injection, and the third from 
20 to 25 minutes after the injection. Chromocystos- 
copy was performed in 2 patients in whom excretion 
urography was completely negative. 

From the clinical point of view, the late results of 
both surgical and nonsurgical treatments may be 
said to be good if not optimal, since all patients after 
removal or elimination of the calculus have been in 
excellent health and have not experienced any sig- 
nificant disturbances of the urinary system. From 
the functional point of view, the excretion urography 
showed normal results in 8 patients, a slight altera- 
tion in 2, and complete absence of function in 1 pa- 
tient. 

From the morphologic point of view, there were 
ectatic changes in the renal pelvis and the ureters of 
6 patients (4 cases were septic). In 1 patient the 
change could not be demonstrated because of com- 
plete absence of elimination of the opaque substance, 
but there was no doubt about its presence since elim- 
ination of indigo failed; in addition, ureteral cathe- 
terization revealed stagnation of fluid which was 
clear like water. In another patient no picture was 
obtained by excretion urography. In the remaining 
a there were no morphologic changes worthy 
of note. 

In conclusion it may be stated that in the absence 
of serious infectious complications the treatment of 
ureteral calculus should always be conservative with 
regard to the kidney because the late results are 
good even in kidneys that are partly altered in their 
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morphology and function. Besides, there is always 
time to remove a kidney which functions only par- 
tially and which, after all, constitutes a functional 
reserve for the organism. 


RiIcHARD KEMEL, M.D. 


BLADDER, URETHRA, AND PENIS 


Spontaneous Rupture of the Urinary Bladder. R. 
A. Russett Taytor. Brit. J. Urol., 1948, 20: 117. 


The author reports a case of spontaneous rupture 
of the bladder in a patient with compression fracture 
and comple e paraplegia with loss of sensation up to 
the inguinal region. He modifies the classification of 
spontaneous rupture of the bladder by stone as 
follows: 

1. Inflammatory lesions of the bladder wall: (a) in- 
tramural in origin, including tuberculosis of the 
urogenital tract, particularly of the bladder wall 
itself; (b) extramural in origin. 

2. Malignant disease of the bladder wall: (a) vesi- 
cal; (b) intravesical; (c) extravesical. 

3. Obstructive changes at the bladder neck: (a) 
prostatic enlargement—benign, malignant, and in- 
flammatory (including seminal vesiculitis); (b) cal- 
culi; (c) paralytic, due to interference with the nerve- 
supply of the bladder wall; (d) uterine and adnexal 
disease; (e) occurring during labor. 

4. Obstructive lesions in the urethra: (a) stricture 
—organic or spasmodic; (b) valves, diverticula —usu- 
ally congenital; (c) tumor; (d) calculi; (e) periure- 
thral inflammation; (f) periurethral tumors. 

5. Overdistention of the bladder due toalcoholism. 

6. Ulceration of the diverticulum due to a re- 
tained phosphatic concretion. 

7. Degeneration of the musculature of the bladder 
wall appearing as areas of fibrosis or necrosis from any 
cause. Example: fatty degeneration or syphilis. 

8. Pressure from a drainage tube. 

9. Internal violence due to lavage of the bladder 
with overdistention of the diseased wall. 

Joun A. Loer, M.D. 


A Contribution to the Treatment of Diverticula of 
the Bladder (Contribution au traitement des diver- 
ticules de la vessie). Guy VioLLeT. J. urol. méd., 
Par., 1948, 54: 451. 

Observations on 33 patients with diverticula of 
the bladder led the author to the following conclu- 
sions: 

Whenever an obstacle can be demonstrated in the 
bladder, it should be removed and, unless there are 
some contraindications, a diverticulectomy should 
supplement the removal of the obstacle. If no ob- 
stacle can be detected, a diverticulectomy alone may 
be expected to produce cure and therefore resection 
is superfluous. The extravesical approach is the 
method of choice. 

The preoperative treatment includes the introduc- 
tion of a retention catheter and repeated irrigations 
of the bladder until the urine becomes clear. Uro- 
graphic examinations are indicated. Penicillin is 
given for prophylactic purposes. 
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If the diverticulum can be easily exposed and iso- 
lated through the extraperitoneal, extravesical route, 
it may be necessary to incise the formation and to 
dissect it after the introduction of a finger into it, 
in a manner similar to the isolation and removal of a 
hernial sac. A drain is inserted into the paravesical 
space at the termination of the operation and peni- 
cillin is given until the temperature remains normal 
for at least 48 hours. Unless an infection is present, 
a retention catheter may be employed in place of a 
cystotomy for the drainage of the bladder. 

The author’s remarks do not pertain to patients 
with congenital malformations or those in whom 
local or general conditions contraindicate surgical 
intervention. Joseru K. Narat, M.D. 


A Pathologically Displaced Upper Femoral Epiphy- 
sis as a Foreign Body in the Urinary Bladder. 
E. SapEK. Brit. J. Urol., 1948, 20: 114. 


The author reports the case of a pathologically dis- 
placed upper femoral epiphysis as a foreign body in 
the urinary bladder in a young male 14 years of age 
who was hospitalized for a swelling in his left knee, 
with limited motion of the left knee and hip, and a 
sinus over the sacroiliac joint. He also complained 
of painful and frequent urination. He gave a his- 
tory of having been injured in a basket-ball game 
about 2% years previously. This injury, which con- 
sisted of laceration of the left thigh, subsequently be- 
came infected and drained for about 7 weeks. Shortly 
after this, several metastatic abscesses developed, 
which were incised and drained. About 6 months 
later a plaster spica was applied to the left hip after 
forceful extension. Fifteen days later the patient 
noticed that his urine became turbid and that it 
contained shreds. There was also a hematuria, in- 
creased frequency, and nocturia. 

Since the patient’s illness in February, 1945, there 
had been a slight swelling of the left buttock accom- 
panied by pain. In January, 1947, this swelling 
opened spontaneously and drained a thick, odorless 
pus which gradually became thinner and then sub- 
sided completely. 

Examination of the urinary tract revealed these 
essential findings: the urine was turbid and contained 
shreds of mucus and pus; culture of a catheter speci- 
men of the urine showed the presence of Staphylococ- 
cus aureus; on passing a sound into the bladder, a 
click was heard denoting a hard foreign body. 

Roentgenograms of the pelvis showed an inflam- 
matory process involving the left sacroiliac joint with 
an almost complete destruction and flattening of the 
acetabulum, and an upward displacement of the 
neck of the femur without any evidence of the head. 
Over the left ischial spine at the brim of the pelvis 
there was a big, rounded shadow about 1% inches in 
diameter. A lateral film showed this to be the head 
of the femur displaced anteriorly. 

After a study of intravenous pyelograms it was 
decided the head of the femur was free in the bladder, 
and a cystotomy was performed for its removal. 

Joun A. Loer, M.D. 
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On Tumors of the Bladder, with Particular Atten- 
tion to Their Clinical Classification and Prog- 
nosis. P. I. TuovInEN. Ann. chir. gyn. fenn., 1948, 
37: Supp. 5. 

This comprehensive monograph is based on a study 
of 260 patients with tumors of the bladder who were 
treated at the First Surgical Clinic of the University 
of Helsinki during the years from 1925 to 1946. The 
author delineates the finer points in determining the 
transition from a benign to a malignant state and, by 
successive repetitions, emphasizes significant signs. 
Thus, the suspicion of malignancy exists when tenes- 
mus is associated with hematuria. A congested 
mucous membrane frequently indicates malignant 
infiltration, as does rigidity and roughness or ragged- 
ness of bladder contour (noted on the cystogram). 
In a similar manner, by repetitious statistical studies 
the author seeks to justify his clinical classification 
of bladder tumors and the modalities of treatment 
which are recommended. 

The classification is based on cystoscopic and cyst- 
ographic findings, and on the clinical course. Histo- 
logical diagnoses are not realiable, although verifica- 
tion of clinical diagnosis by such means is of value. 
There are, then, three groups: benign papillomas 
comprise 55 cases; a second group is comprised of 78 
cases of malignant papillomas and papillary carcin- 
omas which are often difficult to distinguish from 
each other; the third and largest group is comprised 
of solid carcinomas. There are 5 undefined tumors. 
It is evident, however, that complete accuracy in 
classification is lacking since several of the patients 
with ‘“‘benign” tumors (as noted in late follow-up re- 
ports) have died of malignancy. Further, the unpre- 
dictability of tumor behavior is borne out by a “‘be- 
nign” classification in the early stages of almost one 
half of the cases which ultimately were designated 
as belonging to group 2. 

There are two main forms of treatment: conserva- 
tive (electroroentgenological) and operative. Under 
the latter modality the author lists “secto alta,” 
(suprapubic cystotomy), with diathermization of the 
tumor, resection of the bladder, and cystectomy 
(used in only 3 cases). 

In the case of benign papillomas particularly, the 
best results were obtained by conservative measures 
(used in 38 patients). After 5 years 74.7 per cent of 
the patients were living, and after 10 years 65.2 per 
cent were living. 

Results of open operative procedures were less 
satisfactory even allowing for the greater severity of 
involvement which made this modality preferable. 
After 5 years, 50 per cent of patients were living, and 
after 10 years 30.8 per cent were living. The author 
is particularly disappointed with “secto alta” and 
diathermization. This procedure does not prevent 
recurrences, does not remove all the tumors in mul- 
tiple growths, and may amount only to a somewhat 
radical method of obtaining a biopsy. In this tumor 
group, open operation should be performed in cases 
of malignant degeneration, in cases in which hemorr- 
hage has occurred, or in the presence of other com- 


plications in which conservative treatment is inade- 
quate. 

Among the cases of malignant papillomas and 
papillary carcinomas of a more serious nature, in a 
higher age group (60.4 years as compared to 55.7 
years in the group with benign lesions) the mortality 
was higher. Here too conservative treatment was 
more satisfactory, and 34.8 per cent of patients were 
alive after 10 years as against a corresponding figure 
of 28.6 per cent for the operative cases. 

In patients with solid tumors the prognosis is poor. 
At the end of one year 32.1 per cent of patients were 
alive following electrocoagulation or x-ray therapy 
as compared to 22.6 per cent following operation. In 
this collection of 122 solid carcinomas, 33 were un- 
treated and the end results were no worse than for 
those operated upon openly. 

By way of complementary observation, the author 
noted a marked tendency of all bladder tumors to 
recur. However, it is believed that these recurrences 
may often be affected mucosal areas which have 
been insufficiently treated. Most tumors are local- 
ized to the trigonal area or to regions about the 
ureteral orifices. Less than 1o per cent of the tumors 
involved the vertex. Metastases are not a common 
finding on clinical examination, and at autopsy 
metastatic involvement was found in only one-fourth 
of the cases. Death usually was due to stasis and 
infection of the upper urinary tract. 

The author concludes that the treatment of choice 
will gradually come to lie between radiology com- 
bined with endovesical coagulation and cystectomy. 
Abstractor’s note: This opinion will not find ready 
acceptance in the United States where there is a 
tendency to drift away from roentgenological therapy 
which most of us believe has only temporizing quali- 
ties and frequently induces a cystitis that is worse 
than tumor disease. We are, however, doing earlier 
and more numerous cystectomies, although segmen- 
tal bladder resection, with removal of adequate 
(2 cm.) cuffs of normal tissue, is still a good opera- 
tion in suitable instances. 

ALLAN K. Swersie, M.D. 


Carcinoma of Urinary Bladder. Jon R. McDona.p 
and GersHom J. THompson. J. Urol., Balt., 1948, 
60: 435. 

It was believed that a study of a sizable group of 
surgically removed carcinomas of the urinary blad- 
der might be worth while if the accompanying blad- 
der were available also. Many investigations have 
been made on vesical neoplasms by utilization of 
tissue removed transurethrally, but in such studies 
only a portion of the underlying bladder, at most, 
can be studied. Information which the surgeon ob- 
tains from the pathologist is oftentimes woefully 
inadequate as applied to the method of treatment 
which should be employed in such a case. Further- 
more, when surgical therapy is given such a patient 
suffering from a carcinoma, the factors entering into 
prognosis have been vague, much more vague than 
in cases of carcinoma elsewhere in the body. 
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From a histologic and anatomic study of 274 vesi- 
cal tumors in which all or a portion of the urinary 
bladder along with the tumor had been removed 
surgically, certain features were determined to be of 
great importance in the matter of prognosis and 
treatment: (1) whether invasion had or had not oc- 
curred; (2) when the invasion had occurred, whether 
the fat was or was not involved; (3) whether evi- 
dence of invasion of the veins or lymphatics was pres- 
ent or absent; and (4) the cytologic and anatomic 
type of tumor, whether it was transitional-celled, 
squamous-celled or adenocarcinoma, or a mixture, 
and whether it was papillary or nonpapillary. 


Management of Injuries of the Urethra. ANGE I. 
Reyes. Philippine J. Surg., 1948, 3: 143. 


Twenty male patients whose ages varied from 12 
to 65 years were treated for injury to some segment of 
the urethra. Eleven were treated within 24 hours 
after the injury; the remaining 9 patients had sus- 
tained their injuries from 3 months to 4 years before 
the author saw them. In 3 cases the injuries were 
caused by shrapnel. All others occurred as a result of 
straddle falls or truck accidents. 

The author claims that the bulbous urethra is in- 
jured most frequently during straddle falls and that 
the membranous urethra escapes during this type of 
trauroa because of protection by the triangular liga- 
merit. ‘he majority of patients with injury to the 
memLranous portion of the urethra had suffered 
fracture of the pelvis. 

Unsuccessful catheterization, inability to urinate, 
urethral bleeding or perineal hematoma prompted 
operation. The author urges early re-establishment 
of urethral continuity, diversion of urinary flow by 
suprapubic cystostomy, exploration of questionable 
cases, the use of an indwelling urethral catheter for 
3 to 4 weeks if the injury is acute (or for 5 to 6 weeks 
in an old case), and postoperative dilatation until the 
urethra can accommodate a 26 French sound. Most 
of the author’s operations included perineal exposure 
and repair of the damaged urethra. 

No deaths occurred among these 20 patients. 
Among the cases of acute injury, complications—a 
stricture which was treated promptly—occurred in 
only 1 case. Strictures with or without fistula, incon- 
tinence, or calculi, were present in all cases of long 
standing when first seen. Some patients were fol- 
lowed for as long as 2 years after operation, while 
others had not been seen by the author for a period of 
6 months. Ormonp S. Cup, M.D. 


Should We Operate on Urethral Stricture? (Sollen 
wir die Urethralstriktur operieren)? A. LEHNER. 
Helvet. chir., acta, 1948, 15: 385. 

The author discusses the expediency of resection 
of the entire stricture site followed by exact suture 
for cases of urethral stricture in which the passage of 
bougies becomes increasingly difficult and is followed 
by reaction, in which the stricture as a chronic ulcer 
gives rise to constant pain and causes a high grade of 
incapacity for work, and for cases in which the firm, 


pressure-sensitive stricture must be considered as a 
granuloma which discharges pus constantly and un- 
derlies a stimulus urethritis. The indications for op- 
eration are more urgent when a stricture that can be 
sounded only with difficulty leads to obstructive re- 
tention and the elevation of urinary nitrogen values 
in the blood. 

Improvement of the results of suture either for 
primary urethral injury or following resection of 
immobile stricture can be achieved only when com- 
plete cicatrization of the mucosa can be guaranteed 
with greater certainty. A method which assures rap- 
id cicatrization of the mucosa is yet to be discovered. 
Since the danger of new stricture formation is just as 
great following resection and suture as following 
primary suture, the regular passage of bougies is in- 
dicated following operation. 

Joun L. Linpguist, M.D. 


Congenital Absence of the Penis. Srr Harotp GiL- 
Lies and R. J. Harrison. Brit. J. Plast. Surg., 
1948, 1: 8. 

The authors report 2 cases of true congenital ab- 
sence of the penis together with a third borderline 
case. They discuss the embryological factors and a 
method of phalloplasty. 

Stage 1 of the operation designated the ‘“‘three-in- 
one” incorporates (1) the urethra inside, (2) the 
tubed pedicle, together with (3) the cartilage. The 
cartilage is embedded in the fat of the tubed pedicle 
in similar fashion to that described by Frumkin, but 
the tubed pedicle is cut on a marked curve. On the 
skin of the abdomen, medially to the tubed pedicle, 
a rectangular piece of skin is marked out of a width 
of 4. cm. by whatever length of urethra it is necessary 
or desired to fashion in the particular case. This 
rectangle is incised skin deep on both its long sides 
(that on the outer being, of course, part of the inner 
incision for the tubed pedicle). On both sides of the 
rectangle the skin is now undermined superficially 
to one-third of its width. Each edge can thus be 
lifted toward the center so that they can be sutured 
together to form a skin tunnel. The long narrow 
flaps receive their blood supply from the undisturbed 
central third. To facilitate this maneuver a No. 10 
catheter is attached by adhesive down the center of 
the rectangle, and as the flaps are undermined they 
can be made to adhere to the sides of the catheter so 
as to facilitate suture. The raw edges of the two long 
inturned flaps are now sutured with fine catgut. One 
layer of sutures is adequate, care being taken to in- 
vert and appose the edges accurately. 

There is now a skin-lined tube surrounding the 
catheter and a raw surface on either side and over 
it. The medial cut edge of the abdominal skin is now 
widely undermined so that it can be pushed toward 
the middle to make room for the superimposition of 
the tubed pedicle flap. The tubed pedicle flap is now 
cut and raised. 

In 3 weeks (stage 2) the pedicled flap is again 
raised but on this occasion the urethra is dissected 
with the pedicle and its remaining skin connection 





530 INTERNATIONAL ABSTRACTS OF SURGERY 


at each end is divided. The two long edges of the 
tubed pedicle flap are now united round the urethra 
with interrupted or continuous end-on mattress 
black silk stitches. At this same operation the lower 


end of the pedicle may be increased in length down- * 


ward toward the pubis. It should be noted that the 
thoracoepigastric vein should be included in the 
main line of the pedicle. The raw area caused by 
this operation is similarly grafted with a dermatome 
skin graft. 

At 5 weeks (stage 3) the pedicle may be freed at 
its upper end and brought down to make a direct 
union with the existing urethral opening. 

Joun A. Loer, M.D. 


GENITAL ORGANS 


Physiologic Pathology and Conservative Treatment 
of Hypertrophy of the Prostate (Die physio- 
pathologie und nichtoperative Behandlung der Pro- 
statahypertrophie). Econ Witpso1z. Helvet. chir. 
acta, 1948, 15: 251. 

Hypertrophy of the prostate is found in 73 per 
cent of men over 60 years of age and in 100 per cent 
of those over 70. As to the etiology, the author 
attacks the widely accepted theory of Geissendorfer 
—that the involution of the senescent testicle leads 
to decreased production of the male hormone, and 
that the prevalence of follicle hormone causes pro- 
liferation of the originally rudimentary periurethral 
glands of the prostate and simultaneous atrophy of 
the true prostatic parenchyma. Based on this theory, 
treatment of prostatic hypertrophy with male sex 
hormone has been performed to a great extent. 

Two facts speak against this theory: (1) the some- 
times dramatic effect of castration (in 87 per cent of 
the cases the symptoms improve, and the volume 
of the prostate decreases), and (2) the failure of 
treatment with testosterone to affect the symptoms 
and signs of benign hypertrophy. Prostates removed 
after long continued hormonal treatment do not 
show any histological difference from prostates of 
untreated patients. 

On the other hand, treatment with follicle hormone 
gives excellent results if the doses are high enough, 
and it obviates prostatectomy in many cases. The 
author suggests a dose of 3 mgm. of stilbesterol daily 
until 125 mgm. are given. This series is repeated 
once or twice yearly. The side effects (gynecomasty, 
loss of libido) disappear soon after the stilbesterol 
has been discontinued. The danger of mobilizing a 
quiescent carcinoma by this high dosage of follicle 
hormone appears negligible and is outweighed by the 
advantages of the treatment. 

The author criticizes the tendency of American 
urologists to operate on all diagnosed prostatic hy- 
pertrophies and gives more conservative indications 
for surgery. Only if the residuary urine is more 
than 200 c.c., or if the sleep and general condition of 
the patient are disturbed considerably, should sur- 
gery be done. With conservative treatment, the con- 
dition was progressive in only one-third of his pa- 


tients and led to operation, in another third the pros- 
tate condition remained stationary, and in the last 
third it showed spontaneous involution. 
No theory of his own as to the pathogenesis of 
prostatic hypertrophy is presented by the author. 
WERNER M. Sotmitz, M.D. 


Surgical Treatment of Prostatic Hypertrophy 
(Traitement opératoire de l’hypertrophie prosta- 
tique). Cu. PERRIER. Helvet. chir. acta, 1948, 15: 266. 


The author presents a brief review of the different 
technical procedures used in surgery of the prostate. 
Four routes of approach are possible: the transure- 
thral, perineal, suprapubic transvesical, and retro- 
pubic prevesical. 

Transurethral resection is a difficult operation 
that requires great practice and experience. The 
mortality is not negligible if resection is per- 
formed only in cases in which prostatectomy is con- 
traindicated. However, the reported percentage of 
mortality varies so much according to different 
statistics that it is hardly possible to form a correct 
judgment. The resection should not go beyond the 
frenum of the verumontanum. 

In perineal prostatectomy it is important to spare 
the external and, if possible, the internal sphincter. 
Also the colliculus seminalis should and can be spared 
as the adenomas always develop superiorly to it. 
The advantage of this method is that it causes fewer 
general complications and less surgical shock than 
the transvesical prostatectomy. The patient gets 
out of bed on the fourth postoperative day. Its dis- 
advantage is the danger of urethroperineal or ure- 
throrectal fistulas, and of impotence. 

The suprapubic transvesical method is easier 
technically and permits more exact hemostasis, espe- 
cially with the improvement devised by Harris. It 
avoids the danger of fistulas and of impotence. How- 
ever, it is a more formidable operation and should 
be risked only if the general condition, and the cir- 
culatory and renal functions are satisfactory. In 
cases of marked renal insufficiency the operation 
should be performed in two stages. Bed rest for 20 
days is required after this operation. 

The most recent method of prostatic surgery is by 
means of the retropubic prevesical approach, devised 
by Jacobs and Casper in 1933 and modified by Mil- 
lin in 1945. This operation does not involve the 
danger of fistulas or impotence. The convalescent 
period is practically painless and much shorter than 
after the transvesical operation. However, the op- 
eration is technically more difficult, especially in 
obese patients. In cases in which the transvesical 
method is too hazardous because of renal or circula- 
tory insufficiency, the Millin operation is the proce- 
dure of choice. WERNER M. Sotmitz, M.D. 


Diphtheritic Cystitis and Urethritis Following Pro- 
statectomy. GrorcE Wo.rsoun. Brit. J. Urol., 
1948, 20: 121. 

The author describes a case of diphtheritic wound 
infection which occurred after prostatectomy and 
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affected the suprapubic wound, the bladder, and the 
anterior urethra. 

Severe complications appeared as a direct or indi- 
rect consequence of the infection, i.e., congestive 
cardiac failure due to toxic myocarditis, and periph- 
eral. neuritis affecting the peroneal nerve. The 
occurrence of a urethral stricture must also be the 
result of the infection. 

The source of the organisms was undoubtedly the 
patient himself, as he was found to be a faucial 
carrier of diphtheria bacilli. It seems likely that the 
organisms were transmitted through the patient’s 
fingers to the urethra, and from there to the bladder 
and suprapubic wound. Alternatively, it is possible 
that the postoperative state of the bladder wall 
acted as a place of least resistance where blood-borne 
pathogenic organisms could readily settle. 

Serum therapy was tried in this case but did not 
meet with obvious success. This disappointing result 
agrees with the experience of others who used it in 
instances of wound diphtheria. 

Joun A. Loer, M.D. 


Observations on Hypospadias. A. M. LoucHRAN. 
Brit. J. Plast. Surg., 1948, 1: 147. 


Loughran reports late results of Ombrédanne’s 
hypospadias operation in 29 patients who could be 
followed up completely. He believes that the basic 
cause of hypospadias is likely to be some discord in 
the endocrine symphony of mother and child; it is 
both familial and hereditary. In his series, the con- 
dition was encountered in father and child and in 
several sets of siblings. The degree of hypospadias 
also seems to be hereditary and familial. In the dif- 
ferential diagnosis, adrenal virilism in the female and 
a congenitally short anterior urethra must be ex- 
cluded. The former can be diagnosed if a vagina is 
present, but when the labia are fused and the clitoris 
is hypertrophied, an error can be made. Since no 
biological assay is available, laparotomy and biopsy 
of the genital glands must be performed in doubtful 
cases. In a congenitally short anterior urethra, in 
spite of the penis bowing and the redundant fore- 
skin, the prepuce is complete and the urinary meatus 
is at the tip of the glans. 

In some hypospadiac patients there is considerable 
bowing, in some there is none, and in the third va- 
riety the penis appears to be foreshortened because 
of the ventral penoscrotal webbing; if the web is not 
corrected, the penis will become bowed as growth 
proceeds. Loughran believes that early operation 
should be performed before psychical trauma has 
occurred. Operation should accomplish correction of 
the penile curvature, a satisfactory stream in the 
standing posture, the absence of stricture, absence 
of urethral hairs, and a satisfactory cosmetic appear- 
ance, 

Of Loughran’s 59 patients, only 43 could be traced 
and in only 29 was follow-up complete. A good cos- 
metic result was recorded in 24. The meatus was at 
the tip in 25 and somewhere on the glans in 3. A good 
stream in the standing position was claimed by 24. 
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Fistula on the glans was present in 3. No hairs were 
observed in any cases. Enuresis was present to a 
later age in 34 per cent. Therefore, a good result 
could be claimed in 24, and a fair result in 4; failure 
occurred in 1 case (among 75 operations performed 
on the 29 patients). 

Ombrédanne’s operation is the operation of choice 
because the late results are good, the operation is 
simple to perform, no special instruments are re- 
quired, deflection of the urinary stream is unneces- 
sary, and the penoscrotal web, if present, is inci- 
dentally destroyed in the raising of the pouch. 

Davip RosENnBLoom, M.D. 


MISCELLANEOUS 


Urea Clearance by Perfusion of the Intact Small 
Intestine. N.S. R. Matur. J. Urol., Balt., 1948, 
60: 307. 

A method is described for perfusing practically the 
entire small intestine in man by means of a 3-way 
modified Miller-Abbott tube. Most of the perfusion 
fluid is sucked back through one of the conduits into 
a container. 

The perfusing liquid is 2 per cent anhydrous 
disodic sulfate, which is only slightly hypertonic to 
plasma. 

When the rate of inflow is between 23 and 30 c.c. 
per minute, the concentration of urea in the outflow 
fluid is approximately equal to that in the plasma. 
(It is advisable to put a little xylene in the recipient 
bottle to inhibit bacterial splitting of the urea.) The 
urea clearance is thus roughly equal to the number of 
cubic centimeters per minute. 

The amount of urea removed in unit time varies 
with the rate of perfusion and with the concentration 
of urea in the plasma. The amount of urea that can 
be extracted in unit time is equal to or greater than 
that extracted by other methods of diffusion: peri- 
toneal irrigation and external dialysis (“artificial 
kidney”). 

The merits of this procedure as compared with 
those of peritoneal irrigation and external dialysis 
are discussed. Joun A. Loer, M.D. 


The Significance of Calcareous Tuberculous Glands 
in the Abdomen in Relation to the Urinary 
Tract. James A. Ross. Brit.J. Urol., 1948, 20: 109. 


The author reviews a total of 5,000 case reports to 
ascertain the frequency and symptomatology of cal- 
cified glands in relation to the urinary tract. 

Calcified glands were found in 608 patients, i.e., 
in from 12 to 16 per cent of cases. In only 25 (0.5 
per cent), or 1 in 200, could the glands be considered 
as a possible cause of symptoms and in only 10 (0.2 
per cent), or 1 in 500, could the calcified glands be 
considered to have effects on the urinary system. 

These effects consisted of a deviation of the ureter, 
a bend or kink in the neighborhood of the glands with 
or without slight dilatation of the ureter or pelvis 
above it, and with or without symptoms. The symp- 
toms consisted of slight pain in the respective side, or 
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slight renal colic. No stenosis of the ureter was 
found, and a case reviewed 8 years after localized 
deviation and dilatation of the ureter in the neigh- 
borhood of calcareous glands had been reported 
showed the ureter to be practically normal. 

Unless a definite kink or deviation of the ureter 
can be shown, the discovery of calcareous glands in 
the course of an investigation can be dismissed as 
being of very little significance. 

Joun A. Loer, M.D. 


True Abacterial Pyuria. Gésta Jonsson. Acta chir. 
scand., 1948, 97: 153. 


Jénsson reports 2 cases of true abacterial pyuria 
which were exhaustively studied. A diagnosis of 
urinary tract tuberculosis was ruled out through the 
absolute failure to demonstrate tubercle bacilli and 
the spontaneous regression of pyelographic changes. 

The author states that the diagnosis of abacterial 
pyuria is possible only after the exclusion of tuber- 
culosis. The majority of cases described have oc- 
curred in men. Possible etiological factors are (1) 
toxins from a focus, (2) coccal infections, and (3) 
virus infections. Histologically, the lesions in true 
abacterial pyuria are very superficial and are classi- 
fied as pyelitis and ureteritis follicularis. The lesions 
do not penetrate lower than into the submucosa. 
Clinically, a cystitis is present with frequency, ur- 
gency, pain in the region of the bladder, and occa- 
sional hematuria; there is no fever, nor is there any 
general disturbance of health. Some cases subside 
spontaneously. The urine contains numerous leu- 
cocytes but no bacteria are demonstrable on smear, 
culture, or guinea pig inoculation. No anatomical 


changes of the external or internal genitalia .are 
present. Renal function is unimpaired. The cysto- 
scopic picture of abacterial pyuria shows hemor- 
rhagic cystitis, edema, and fibrin deposits. This is 
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contrary to the picture of tuberculosis in which 
specific lesions lie next to areas of normal mucous 
membrane. Kidney urines contain leucocytes and 
the capacity of the bladder is reduced. In the au- 
thor’s cases, pyelographic changes suggestive of 
tuberculosis were present. 

Cases of dilatation of the pelvis and ureter in 
abacterial pyuria are reported in the literature. In 
the author’s patients, striking improvement was ob- 
served following the administration of neoarsphena- 
mine; the pyuria subsided and the urographic ab- 
normalities disappeared. 

Davip RosEnBLOoMm, M.D. 


Cancer of the Urachus (CA4ncer del uraco). Ricarpo 
Ercore. Bol. Soc. cir. Rosario, 1948, 15: 117. 


The world literature reveals only 154 cases of 
urachus affections. Because of the relationship of 
this organ to the bladder, the presenting symptoms 
are those of vesical complaints and early treatment 
is usually directed toward the bladder. 

Two cases are presented in this article. The first 
was that of a 64 year old man who complained of 
pain in the hypogastrium, ardor, and polyuria. 
Palpation revealed a discrete tumor below the um- 
bilicus giving the impression of probable metastatic 
growth. Cystoscopy disclosed nothing worthy of 
note and endoscopic biopsy of the tumor showed 
cancer of the urachus, the histopathologic diagnosis 
being cylindrical, papillary epithelioma with origin in 
the epithelial rests of the urachus. 

The second case was discovered incidentally dur- 
ing the course of an operation for removal of an 
enlarged prostate. The tumor was of the nature of a 
small partially calcified cyst adhering to the bladder. 
The histopathologic diagnosis revealed a cyst of the 
urachus, the epithelial covering being of immature 
bladder cells. STEPHEN A. ZIEMAN, M.D. 
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CONDITIONS OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Hyperplastic Callus Formation, With or Without 
Evidence of a Fracture, in Osteogenesis Im- 
perfecta. Sir H. A. THomas FarrBank. Brit. J. 
Surg., 1948, 36: 1. 

The author presents 8 interesting cases of hyper- 
plastic callus formation, 7 of which are definitely 
osteogenesis imperfecta. Each case shows abnormal 
calcification of local callus, sometimes without recog- 
nizable recent fracture. Some of the cases show 
markedly excessive formation of ossified callus en- 
veloping the shaft to an unusual extent, with result- 
ant permanent enlargement of the affected bone. 
Some cases showed the formation of bony excres- 
cences on the shafts of the long bones, particularly 
on the interosseous borders, and without the faintest 
sign of antecedent fractures. 

In 2 of these cases the mass of bone resembled neo- 
plasm, and biopsy and microscopic examination were 
necessary to make the diagnosis. The tissue in these 
cases was of a fibromucoid cartilagelike structure 
(chondroid). 

The trabeculation of the larger bony masses was 
very coarse and there was no tendency to reabsorp- 
tion or remodeling of the bone, such as would be seen 
in cases of scurvy or other types of subperiosteal 
hemorrhage with ossification. 

No attempt is made to show the cause of this ab- 
normal bone, but the author believes that the only 
exciting cause that can be assigned to these cases is 
trauma. NewrTon C. MEap, M.D. 


Bone Lesions in Eosinophilic Granuloma, Hand- 
Schueller-Christian Disease, and Letterer-Siwe 
Disease. Icnacio Ponseti. J. Bone Surg., 1948, 
30-A: 811. 


Eosinophilic granuloma, Hand-Schueller-Christian 
disease and Letterer-Siwe disease have a number of 
clinical, roentgenological, and histological character- 
istics in common, eosinophilic granuloma being a 
more localized lesion in bone, while the granuloma- 
tous lesions of Hand-Schueller-Christian disease and 
Letterer-Siwe disease are more widely spread and 
may affect many organs. 

Eight cases are presented. The first case was that 
of a 2.5 year old white girl with eosinophilic granulo- 
ma of the skull. Excision of the tumor resulted in 
complete recovery. The histological sections showed 
a very cellular tissue containing large cells with gran- 
ular protoplasm and a number of eosinophils. 

The second case was that of a 42 year old male 
with injury to his left leg. On examination a slight, 
nontender tumor was found on the lateral aspect of 
the left midthigh. The knee appeared normal. 
Biopsy revealed relatively avascular and granulo- 
matous tissue with large mononuclear cells, eosino- 


phils, large giant cells, and fibroblasts. Roentgen 
therapy was given without any success. A midthigh 
amputation was then performed. The histological 
section did not show any convincing evidence of 
malignancy. There was no evidence of metastases 5 
years after surgery. The remaining cases suggested, 
from their course and clinical findings, resemblance 
to osteomyelitis, tuberculosis and endocrine disturb- 
ances. 

The pathological findings, however, suggest that 
all 3 conditions are manifestions of the same process. 
A large liver and spleen, moderate enlargement of all 
palpable lymph nodes, anemia, leucocytosis, and ex- 
tensive infiltration of both lungs suggest Letterer- 
Siwe disease. Diabetes insipidus, increased blood 
cholesterol, and blood lipids are more characteristic 
of Hand-Schueller-Christian disease. The histological 
picture, however, is practically the same. It is often 
difficult to classify properly the symptoms presented 
by a patient affected with lipogranuloma in any one 
of these conditions. GeorceE I. Ress, M.D. 


Solitary Plasmocytoma of Bone with Renal Changes. 
GrEorcE Lumps. Brit. J. Surg., 1948, 36: 16. 


A case of solitary plasmocytoma of the sacrum is 
reported along with a brief review of the literature. 
The principal interest of the case is the association 
of fatal renal tubular blockage of the type found in 
multiple myelomatosis. Solitary plasmocytomas 
have not usually been associated with either the 
finding of Bence-Jones proteins in the urine or renal 
damage and have not been thought of as the same 
disease process as multiple myeloma, but the find- 
ings in this case and in one other case (reported else- 
where and cited by this author) suggest that this is a 
single focus of a disease usually presenting multifocal 
form. 

The author suggests that the appearance of Bence- 
Jones protein in the urine is a result of actual tumor 
volume, and is due to the amount of bone marrow 
involved. In this case the tumor was large, replacing 
the entire sacrum. 

A complete report of biopsy findings is presented. 

Newton C. Meap, M.D. 


Ruptured Quadriceps. Eric I. Lioyp. Brit. J. Surg., 
1948, 36: 94. 

Rupture of the quadriceps femoris almost always 
occurs in heavy, elderly men following indirect vio- 
lence; it is often wrongly diagnosed and there is 
rather a high risk of pulmonary embolism. 

The diagnosis would be easy if the condition were 
always remembered as a possibility. Inability to 
extend the knee, associated with a palpable depres- 
sion in the surface of the extensor tendon, can only 
be due to a ruptured quadriceps, but the diagnosis is 
often missed owing to lack of familiarity with the 
condition. Three cases are cited as examples. An 
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anteroposterior radiograph of both knees on one 
film will demonstrate that the patella on the rup- 
tured side is quite obviously lower than the patella 
on the normal side, caused by loss of postural tone. 

Operative treatment offers the only chance of re- 
gaining normal power. Twenty-four hours before the 
operation a 3% inch zinc-gelatin bandage is fixed to 
the foot, from the web of the toes to a point 2 inches 
above the ankle joint, and the upper inch of this is 
then covered by a cuff of felt 4 inches wide, which is 
stitched or stuck around the limb. Five hundred 
thousand units of penicillin are given intramuscu- 
larly in one dose on the day before operation and 
repeated the next day. 

A generous curved incision, concave proximally, 
exposes the frayed torn ends of the tendon and 
surrounding blood clot. The synovial membrane 
may be sutured at this stage if bruising and edema 
of the tissues do not make it too difficult. Sufficient 
tendon occasionally remains attached to the patella 
to make direct suture possible, but it is much more 
common to have to drill the bone and to proceed as 
follows: A suture of No. 1 kangaroo tendon is in- 
serted through the tendon and is then passed through 
a single transverse drill hole in the upper third of the 
patella. This stay re-establishes continuity of the 
rectus femoris with the patella, but it must be supple- 
mented by a series of interrupted chromic catgut 
sutures both centrally and on either side before the 
wound is closed without drainage. 

A strong plaster slab is now placed along the back 
of the limb so that it rests on the felt strip just above 
the ankle and upon a second which encircles the 
upper one-third of the thigh. The plaster slab is 
held to the limb by a few turns of plaster bandage 
above and below the field of operation, and an ample 
dressing is firmly bandaged over the wound so that 
it can later be removed without disturbing the plas- 
ter which is used to hold the knee joint in full ex- 
tension. 

The patient is returned to bed with the injured 
limb on a pillow beneath a cradle. As soon as he has 
regained consciousness he sits up and is provided with 
a back-rest and overhead hand-hold. He is asked to 
move his ankle and toes through a full range of 
movement for a few minutes every hour. These 
patients are frequently over 70 and there is a real 
risk of pulmonary embolism if they are allowed im- 
mobility. 

In 4 or 5 days the patient may begin static exer- 
cises to the quadriceps and he is gradually coaxed 
into moving his plastered leg and even lifting it off 
the bed. The stitches are removed in 10 days and 
the plaster completed in such a way that static con- 
tractions of the patella remain possible. The patient 
should be out of bed and walking with a stick next 
day and soon afterwards be walking with full weight- 
bearing. The plaster is removed 6 weeks after the 
operation and active and passive movements with 
radiant heat are given to the knee joint. 

In recent examples, the results of operative treat- 
ment are concluded to be excellent and in patients 
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operated upon within 3 months of the injury the 
results have been fairly satisfactory. 
Rupotps S. Reicu, M.D. 


An Unusual Localization of a Brodie’s Abscess in 
Bone; the Distal Diaphysioepiphysis of the 
Radius (Localizzazione rare dell’ ascesso osseo di 
Brodie: la diafiso-epifisi d‘stale del radio). VINCENzO 
LAUDICELLA. Riforma med., 1948, 61: 464. 

The author reports a case of Brodie’s abscess in a 
man 24 years of age who was first seen January 15, 
1948. The author believes the abscess to be unusual 
in view of the fact that it occurred at the diaphyseal- 
epiphyseal junction of the radius. 

The patient injured his wrist during a pugilistic 
encounter, and very soon thereafter developed a 
tumefaction of the area. This became red and was 
finally incised with exudation of a small quantity of 
pus. The wound did not heal, and from time to 
time more purulent material exuded. 

X-ray films revealed a cystic area the size of a 
bean in the distal lateral portion of the radius in 
which the bone trabeculations had been destroyed. 

At operation this area was found to contain a 
_ purulent material, with some spicules of dead 

one. 

Culture of this material revealed a pure culture 
of the hemolytic streptococcus. The postoperative 
course was uneventful. 

The author also adds a good bibliographical re- 
view of the subject, presenting the various phases 
of the controversial etiology. 

CaRLo ScupeErt, M.D. 


The Diagnosis of Traumatic Lesions of the Menisci 
(Diagnéstico das lesdes traumAticas dos meniscos). 
Jost BoTeLHErRO. Gaz. méd. Portuguesa, 1948, 
I: 503. 

The diagnosis of traumatic lesions of the menisci 
must be based on the history of the accident, the 
objective and roentgen examination of the patient, 
and arthropneumography. A good history is of 
fundamental importance. It reveals nearly always 
an initial injury, which in from 50 to 60 per cent of 
the cases occurs during some sport, principally foot- 
ball, and in from 40 to 50 per cent during work or the 
activities of daily life. 

The mechanism of these lesions is always a move- 
ment of flexion or extension superimposed on an in- 
ternal or external rotation of the knee. In general, it 
is the internal rotation of the femur on the semi- 
flexed and fixed tibia which most frequently causes 
rupture of the fibrocartilage, especially on the medial 
side, but the same mechanism may also produce a 
lesion of the lateral meniscus in its posterior half. 
Much less frequent is the external rotation of the 
femur which then damages particularly the lateral 
fibrocartilage. From the beginning there may or 
may not be a block. Pain, functional disability, and 
hydrarthrosis constitute the symptomatology of the 
initial accident. The meniscal lesion is characterized 
by recurrence of the painful episode alternating with 
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periods of recovery and always caused by a torsion 
similar to that of the initial accident. In these recur- 
rences, block or sudden claudication of the knee may 
predominate, but pain and hydrarthrosis are always 
present. 

Block exists in 50 per cent of the cases and occurs 
in semiflexion. Sudden arrest of the leg which is 
being extended can be caused only when a fragment 
of meniscus is interposed between the femur and 
tibia at a point anterior to the coronal plane of the 
joint. Thus, only those meniscal lesions which ex- 
tend beyond the plane of the lateral ligaments, par- 
ticular!y the longitudinal lesions which extend in 
front of this plane, cause block. 

Sudden claudication of the knee may be regarded 
as an equivalent of block. It is due to a lesion of the 
posterior half of the meniscus, especially of the pos- 
terior horn. There is no typical block in these cases. 
The patient has the feeling of having an unstable 
knee, particularly when going down stairs. 

Hydrarthrosis accompanies the meniscal accident 
and is proportionate to the amount of block or of its 
equivalent. It is a sign that the ligaments, capsule, 
or synovial membrane have been damaged, but it is 
more a sign of sprain of the knee than of meniscal 
lesion. 

The typical pain of a meniscal lesion usually ex- 
tends quite forward beyond the plane of the liga- 
ments and in the lateral interarticular line. Lesions 
of the posterior horn cause pain that is vague and 
often within the joint without typical localization. 
The pain may be present only at the time of. the 
accident or it may be vague and permanent, like 
grinding. 

Objective examination reveals increase in volume 
of the knee and appreciable atrophy of the thigh 
muscles, particularly of the quadriceps. The increase 
in volume of the knee is principally due to hydrar- 
throsis. However, there is often no hydrarthrosis 
and the swelling is more apparent than real, being 
due to the contrast between an atrophied thigh and a 
more or less normal knee. There is always some de- 
gree of atrophy and atony of the quadriceps; the 
internal vastus is first and more intensely involved. 
Limitation of movements, especially during flexion, 
is encountered with some frequency and is a sign of 
a lesion of the posterior horn. 

Pain in the joint line is reproduced by certain 
positions of the tibia in relation to the femur, and 
various authors have described different ways to 
induce it. This has introduced a series of signs which 
include those of Boehler, Rocher, Steinmann, Bra- 
gard, Payr, Graham, Apley, Turner, and McMurray. 

Routine roentgen examination has no practical 
importance for the diagnosis of meniscal lesions. 
Exceptionally, calcification of the fibrocartilages 
may afford some information. The value of roentgen 
examination lies in the demonstration of lesions to 
the bones and to the ligaments when they are made in 
forced varus or valgus positions. Arthropneumog- 
raphy is discussed in another article. 

. RicHARD Kemet, M.D. 
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Treatment of Pseudarthrosis by Simple Onlay Bone 
Graft Without Removal of Callus. Dattas B. 
PHEMISTER. J. internat. chir., Brux., 1948, 8: 713. 


It is widely believed that in pseudarthrosis the 
callus is so extensively altered that it cannot be made 
to ossify, and that in order to obtain bony union the 
false union must be broken down, the callus re- 
moved, and the fragments fixed, preferably by a 
bony transplant held rigidly by screws or wires. 

A less traumatizing and more biological operation 
is available. In a series of 89 cases, it has been found 
that in cases in which the fragments are in accept- 
able position the fracture nearly always unites if a 
strong bone graft is applied to a denuded and leveled 
side of the fragments across the fracture line, and 
held in place only by the soft parts sutured tightly 
over it, leaving the callus which holds the ends to- 
gether. 

A longitudinal incision is made at the level of the 
fracture, and the periosteum is separated from the 
side of the fragments sufficiently to create a bed for 
the bone graft. If the exposed surface is irregular, 
enough of the protruding bone and callus are chiseled 
away to create a level surface ior complete contact 
with the graft. A strong whole-thickness graft is cut, 
usually from the tibia but sometimes from the ilium, 
and applied to the exposed side of the fragments 
across the fracture line. In some instances two 
smaller whole-thickness grafts are used, especially if 
the fracture is near the end of the bone. Cancellous 
bone grafts are sometimes applied on either side of 
the cortical graft at the fracture line. In fractures of 
the large bones, the length of the graft varies from 7 
to 12 cm. for the midportion of the shaft, and from 3 
to 6 cm. for the ends of the shaft. The periosteum 
and soft parts are sutured tightly over the graft and 
then hold it firmly in place. The remaining attached 
periosteum and the callus hold the ends of the frag- 
ments together. Neither fragments nor grafts be- 
come displaced. In some cases the intermediary 
callus has been extensively curretted out but usually 
it has been left intact, and the result has been the 
same in either case. After closure, the extremity is 
immobilized in a plaster dressing for 2 to 3 months. 

During this period the graft becomes united to the 
shaft by callus thrown out by both structures. Be- 
cause the graft is not firmly fixed by screws, the 
contraction of the muscles produces axial coaptation 
of the fragment ends and stimulates osteogenesis. 
Movement at the fracture line is gradually elimin- 
ated as union proceeds between the graft and the 
fragments. Bony union is usually solid in 2 to 3 
months, depending on the bone involved and the na- 
ture of the fracture; further immobilization is rarely 
necessary. 

If the displacement is great this operation is not 
used; instead, the fracture is reduced and the frag- 
ments are fixed by a strong onlay graft anchored with 
metal screws. 
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If there has been previous infection of the fracture, 
the graft should be introduced through an incision 
away from the healed scar and applied to the oppo- 
site side of the fragments. Because of the lesser 
danger of infection, this operation may safely be 
done weeks or months earlier than one in which the 
approach is through the old fieid of infection and the 
pseudoarthrosis is broken down. 

The operation may be quickly performed with 
little damage of tissues, little blood loss, a low inci- 
dence of shock and wound infection, and without the 
use of plates, wires, and screws. 

RupvotrH S. Reicu, M.D. 


Rupture of the Biceps Brachii, with Report of a 
Case of Bilateral Rupture of the Long Tendon. 
H. K. Curistie. Austral. N. Zealand J. Surg., 1948, 
18:37. 

The author reports an unusual case of bilateral 
rupture of the long tendon of the biceps brachii, 
occurring in the left biceps in 1945 while lifting a log, 
and in the right biceps in 1946 while lifting a heavy 
case. The rupture in the right biceps was operated 
upon immediately, the free end of the tendon being 
inserted into the pectoralis major tendon, looped 
around and sutured to itself, the forearm being held 
in full flexion during the procedure and for a period 
of 3 weeks after operation. Passive movements were 
started after 3 weeks, and by 6 weeks full range of 
elbow motion was restored. The left biceps was 
operated upon 4 months later (about 18 months after 
occurrence of the injury). The result was excellent. 

The typical syndrome of traumatic rupture of the 
biceps includes a sudden snap when lifting, associa- 
ted with acute pain and loss of power. Local swelling 
and synovial effusion occur. Most characteristic is 
the egg-shaped tumor caused by the disinserted 
muscle belly. If the long head ruptures, the muscle 
belly descends toward the elbow, and if the common 
tendon of insertion is ruptured, the muscle belly 
ascends. A tear in the belly of the muscle can be felt 
as a gap or depression. These signs are increased by 
attempts at muscular contraction. 

DANIEL H. LevinTHAL, M.D. 


The Treatment of Severe Scoliosis. Resection of the 
Spinal Column (Tratamiento de las escoliosis 
graves. La resecci6n de la columna), MARCELO J. 
Fitte, Luis A. GONZALES, and ANGEL Bracco. Bol. 
Acad. argent. cir., 1948, 32: 560. 

For the correction of severe forms of scoliosis, espe- 
cially those of the lumbar or thoracolumbar region, 
the authors recommend “resection” of the spinal 
column. The method was originally developed by 
Volkmann. The operation is performed under cyclo- 
propane-oxygen anesthesia. Morphine, barbiturates, 
and atropin are administered preoperatively and a 
blood transfusion is given during the operation. 
Surgery is performed with the patient lying on his 
side, the convexity of the spine pointing upward. If 
the curvature is low, an incision resembling that for 
nephrectomy is employed. The incision extends 
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from the corresponding anterior superior iliac spine 
to the costovertebral articulations of the eleventh 
and twelfth ribs and from there 3 or 4 cm. upward 
along the lateral border of the long spinal muscles. 
It may be necessary to resect the eleventh and 
twelfth ribs. As a rule, 5 vertebral bodies are ex- 
posed. The corresponding intervertebral discs and 
wedge-shaped portions of the vertebrae are re- 
moved. Care must be taken not to injure the 
kidney. Hibbs’ technique, utilizing portions of the 
tibia, is employed.to stabilize the spine. A special 
hinged corset is employed for further correction of 
the scoliotic curve. 

A follow-up study of 2 children operated upon 
more than 1 year prior to this report showed excel- 
lent results; one of them was 12 and the other 13 
years of age. Josep K. Narat, M.D. 


Factors Favoring Successful Transmetatarsal Am- 
putation in Diabetes. Howarp F. Root. N. 
England J. M., 1948, 239: 453. 

Although the emergency character of infectious or 
early gangrenous lesions of the toes and feet of dia- 
betic patients has long been recognized by most 
physicians, a new aspect of this problem is presented 
by the demonstration that in many diabetic patients 
a useful and serviceable foot can be preserved 
through the proper use of the transmetatarsal ampu- 
tation. 

One hundred and thirty-three transmetatarsal 
amputations were carried out on 122 different dia- 
betic patients in the New England Deaconess Hos- 
pital, Boston, during the period between 1944 and 
September, 1947. In 22 cases, failure to heal is re- 
corded but in 3 of these, thigh amputation was not 
necessary. 

Gangrene of one or more toes was present in 78 
cases, and in these cases the pathological report also 
mentioned osteomyelitis. In another 19 cases osteo- 
myelitis alone was recorded. In 36 cases the lesions 
were described as chronic ulcerations in the feet, 
with defective circulation or a neurotrophic distur- 
bance of sensation. In all cases some type of trauma 
had been present. The commonest lesion was an 
infected callus with extension into the bone or joint. 
The invasive lesions numbered 62 and the localized 
lesions, 71. Success was not dependent upon the 
presence or the lack of the active invasive type of 
infection. 

This group of patients was composed of mild 
cases of diabetes of long duration in patients who 
had formerly been extremely obese. It is evident 
that serious foot lesions in mild diabetic patients 
depend in part upon an antecedent obesity, and in 
part upon metabolic changes associated with great 
losses of weight due, in a large measure, to relatively 
uncontrolled diabetes. 

The condition of the circulation, both general and 
local, is in many cases a chief factor in determining 
operative success. Although the patients in both 
groups showed slightly high blood pressures, the 
series as a whole was characterized by moderate 
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hypertension of the systolic type, which naturally 
fell during rest, and the drop was greater in the 
successful group than in the failures. The local 
circulatory conditions were undoubtedly more im- 
portant than the systemic blood pressure readings. 
A deficient blood supply, as indicated by absent 
pulsation in the dorsalis pedis, posterior tibial, and 
popliteal arteries, was a conspicuous feature in the 
cases in which failure occurred, and yet the excep- 
tion occurred in which healing proceeded successfully 
in spite of an apparently hopelessly deficient circula- 
tion, so that some other factor must be assumed. 

Cultures were made from the open lesions in 92 
cases. Staphylococcus aureus, in combination with 
other organisms, is at present the most frequent 
organism found in cultures obtained from open 
wounds. As yet no definite information is available 
as to whether the organisms are derived from out- 
side sources or whether they have been carried to the 
lesion from within the patient’s own body. The 
presumption is that they gain entrance into the 
tissue through injury and a break in the skin, and 
that the poor local resistance of the diabetic tissue 
enables the organisms to invade muscle, soft tissue 
and, finally, bone and joint spaces. 

In 24 of the successful cases, various degrees of 
anesthesia of the toes, foot, or even of the lower leg 
were present, whereas in 2 of the failures this factor 
was prominent. These feet healed readily after sur- 
gery and remained healed so long as the patient was 
in bed or spending only a short time on his feet. Con- 
tinued use of the feet in walking results sooner or 
later in pressure areas, ulcerations and infection, 
and the resistance to infection in this group of pa- 
tients seems even lower than that in the group as a 
whole. 

A follow-up summary to April, 1948 reveals that 
results have steadily improved since 1944, owing to 
selection of patients and the introduction of chemo- 
therapy and penicillin. Rupotpn S. Reicu, M.D. 


FRACTURES AND DISLOCATIONS 


Corrective Osteotomy and Capsulectomy in the 
Treatment of Malunion of Metacarpal Frac- 
tures. CARRUTH J. WAGNER. Mil. Surgeon, 1948, 
103: 344. 

Deformity may be prevented by proper treatment 
at the time of primary injury to the shaft of the meta- 
carpals. Corrective osteotomy and capsulectomy 
are presented, which have proved satisfactory in a 
small series of cases. A 2 per cent novocain block 
anesthesia may be used. 

The shaft of the metacarpal is exposed, a longi- 
tudinal incision is made through the extensor com- 
munis tendon with retraction of each half, to expose 
the dorsal capsule and collateral ligaments. The 
collateral ligaments are then excised. An incision of 
the dorsal joint capsule is made if necessary. A “V” 
osteotomy is performed on the metacarpal at the site 
of malunion. Correction of ankylosis and rotation is 
carried out. A fine Kirschner wire is passed through 
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the dorsal aspect of the articular surface of the distal 
head of-the metacarpal. Alignment is corrected, and 
if there is any rotation deformity, this is corrected 
by passing a second wire through the distal head of 
the metacarpal into the adjacent metacarpal. Both 
pins are cut short to allow them to lie subcutaneous- 
ly. A pressure dressing and plaster splint are applied. 
RICHARD J. BENNETT, JR., M.D. 


End Results in 77 Consecutive Fresh Fractures of 
the Neck of the Femur. Joun T. F. GALLAGHER. 
Am. J. Surg., 1948, 76: 525. 

The author reviews 77 consecutive cases of fresh 
fractures of the neck of the femur in patients treated 
at the Jackson Clinic during the years 1936 to 1946 
inclusive. Fifty-nine per cent of these patients were 
between 70 and go years of age, and 88 per cent were 
females. 

Twenty-two, or approximately 30 per cent of the 
patients had impacted fractures. These patients 
were treated by Russell’s traction (4 to 5 pounds), or 
balanced traction suspension, for 1 month to 6 weeks; 
then a wheel chair was used, followed by partial 
weight-bearing with crutches, and full weight-bear- 
ing at from 3 to 6 months. No disrupted impactions 
or other complications developed during hospitaliza- 
tion. Excellent nursing care was available. All of 
these patients made uneventful recoveries except one 
who was submitted to internal fixation and subse- 
quently developed absorption at the fracture site and 
aseptic necrosis of the head. Failure in this case was 
believed to be due to the fact that the impaction was 
broken up by the insertion of the nail and was not 
corrected sufficiently. Nine of the patients with im- 
paction showed moderate degenerative arthritic 
changes during the follow-up period, but all had good 
functional results with full weight-bearing. 

Fifty-five, or 70 per cent of the patients, had dis- 
placed fractures (subcapital, transcervical, and basal) 
of the neck of the femur; 52 were treated by internal 
fixation with the Smith-Petersen nail, under spinal 
anesthesia. The 3 patients who were not operated 
upon died within 1 week from other causes. One case 
is considered a true operative mortality, that of a 67 
year old female with pernicious anemia who died 7 
days after operation, of uremia. All other deaths 
occurred in from 3 months to 9 years postoperatively. 
The overall mortality in the patients with displaced 
fractures was from 22 to 40 per cent. 

The principles generally adhered to were (1) anter- 
oposterior and lateral x-ray examinations on admis- 
sion; (2) immediate traction; (3) evaluation of physi- 
cal condition with supportive therapy; (4) accurate 
reduction with the use of a modified Leadbetter tech- 
nique; (5) lateral nailing with Smith-Petersen nail; 
(6) impaction; (7) light traction for 1 week; (8) early 
ambulation and discharge from the hospital on 
crutches in 3 weeks; (9) discard of crutches at 3 
months; (10) follow-up roentgenograms at 3 to 4 
month intervals for a period of 2 years. 

These patients seemed to do better initially than 
some of those with impacted fractures. Their morale 
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was high, their hospital stay was shortened, and the 
financial burden was lightened. In this group, how- 
ever, there were 6 cases of nonunion (11.5%); 28 pa- 
tients (53.8%) showed aseptic necrosis; and 35 
(67.3%) developed degenerative arthritic changes 
of various degrees which, on roentgenogram, were 
characterized by lipping, diminution of joint space, 
coarseness or trabeculations, and thinning and ebur- 
nation of the articular cortices. Every case of asep- 
tic necrosis was accompanied by degenerative arth- 
ritic changes of a moderate to severe degree. In 18 
cases the nails were removed at various intervals 
after 1 year, when aseptic necrosis had occurred. 

When one nail was found to be bent the author 
tested another similar nail and made the interesting 
observation that while it required 575 pounds to bend 
it when the nail was grasped one inch from either end 
with the blade pointing vertically, only 345 pounds 
were required with the blades flat. This fact might 
well be considered in placement of the nail at oper- 
ation. 

The author concludes that the incidence of aseptic 
necrosis and degenerative arthritic changes is alarm- 
ingly high in this series. He believes that two factors 
contribute to these complications, i.e., too early 
weight-bearing and internal fixation by lateral nail- 
ing; that the Smith-Petersen nail has stood the test 
of time for fixation per se; and that with the addition 
of a cancellous bone graft or some other means of 
promoting osteogenesis, more careful follow-up ex- 
amination, and delay in full weight-bearing for a 
year or so, more satisfactory results will be obtained. 

Joun J. CRANLEY, JR., M.D. 


ORTHOPEDICS IN GENERAL 


Streptomycin in the Treatment of Chronic In- 
fections of Bone. Joun C. Witson, Jr. J. Bone 
Surg., 1948, 30-A: 931. 

Despite many advances in therapy, there remains 
a group of patients with chronic osteomyelitis which 
has persisted and progressed in spite of all efforts at 
surgical and chemotherapeutic control. This study 
was initiated to determine the efficacy of the systemic 
and local administration of streptomycin in 25 pa- 
tients with proved osteomyelitis and sinuses which 
led to bone and had been draining for an average of 
19 months. 

Four principles of treatment were followed: (1) 
thorough investigation of the wound flora; (2) radical 
sequestrectomy after adequate preoperative prepara- 
tion; (3) the use of streptomycin and penicillin before, 
during, and after surgery; and (4) meticulous wound 
care to avoid contamination. 

The Proteus vulgaris and hemolytic Staphylococ- 
cus aureus were the most common organisms found. 
If the bacteria were sensitive to 16 micrograms or 
less of streptomycin per cubic centimeter of media, 
the drug was given systemically. In any event, it 
was applied in dried plasma to the wound itself. 

After optimum preparation for surgery and intra- 
muscular administration of streptomycin for 24 
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hours, careful and complete débridement of devital- 
ized bone and soft tissue was done. A minimum of 
catgut suture was used for this, the wound was irri- 
gated with saline, penicillin and streptomycin were 
applied, and the wound was lined with glass cloth 
before being loosely packed. Plaster casts were 
used only when bone continuity was tenuous or ab- 
sent. Trarisfusions, fluids, and diet were planned for 
maximum support. 

The dressings were applied in the operating room 
under strict asepsis at weekly intervals and with a 
minimum of discomfort. 

The toxic reactions accompanying streptomycin 
were transitory and ceased when systemic adminis- 
tration was stopped. Local use did not lead to 
enough absorption to show any blood level of the 
drug. Of 25 patients so treated, 21 have healed and 
remained so for from 2 to 11 months. Four patients 
failed to respond and have had amputations. The 
patients have been most enthusiastic because their 
wounds have been odorless and painless, and they 
have healed rapidly after months of drainage. 

Frances E. BRENNECKE, M.D. 


A Short Review of Methods and Results in the 
Management of Bone and Joint Tuberculosis in 
the Novaggio Military Hospital During the Last 
10 Years (Kurzer Rueckblick ueber die Behandlungs- 
methoden und die Heilresultate der Knochen- 
Gelenktuberkulose in der Militaerheilanstalt Novag- 
gio waehrend der letzten 10 Jahre). E. PRapEr- 
VAND. Helvet. chir. acta, 1948, 15: 345. 


In this review the author emphasizes a few signifi- 
cant points for the management of bone and joint 
tuberculosis. During the past 20 years the funda- 
mental principles of management have remained 
unchanged. It is possible that in the future strep- 
tomycin will play a greater role. A combination of 
conservative and operative treatment appears to 
afford the best results. Too early operation is to be 
avoided in every case. 

It requires from 4 to 5 years for the healing of 
tuberculous spondylitis and no procedure has been 
found which will shorten this time. The method of 
choice for tuberculous spondylitis is absolute im- 
mobilization and relief of weight bearing for 1 to 2 
years followed by operative fusion and the wearing 
of an orthopedic corset. 

In tuberculosis of the knee joint the method of 
choice is resection. The author does not hesitate to 
employ it for the synovial form. The same procedure 
holds for the shoulder and elbow joints. In the case 
of the latter one may eventually risk operation for 
reconstruction of a new mobile joint. Roentgeno- 
therapy should not be forgotten in the case of the 
elbow joint. 

In the case of the hip joint resection has been un- 
satisfactory and the author has turned to the method 
of extra-articular fusion after a prolonged period of 
conservative management. 

The greatest difficulty has been encountered in 
the treatment of tuberculosis of the ankle and wrist 
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joints, so that the author is unable to state what the 
best procedure is. Resection is unsatisfactory es- 
pecially in the case of the ankle joint. Fusion does 
not achieve a good result. The most rational treat- 
ment for the ankle joint appears to be removal of the 
astragalus in conjunction with subsequent palliative 
treatment. 

In numerous cases of rib tuberculosis the results 
were good following wide resection with removal of 
the entire soft tissue tumor. 

Joun L. Lrnpquist, M.D. 


Interilioabdominal Amputation (Amputacién interi- 
lioabdominal). Jut1o PiNerRo Soronpo and Ro- 
DOLFO L. FERRE. An. orlop. traumat., 1948, 1: 143. 


With the authors’ method interilioabdominal am- 
putation can be performed without great shock in 
about 2 hours. The patient is placed on the unin- 
volved side and operated upon simultaneously by 
two surgeons. Blood or plasma is administered and 
the electric knife is used to coagulate the vessels 
caught with the hemostatic forceps. The method 
has been used in 4 patients with malignant tumor of 
the hip or femur; all stood the operation well and had 
only a slight ileus for 2 or 3 days. One patient died 
from local recurrence after 9 months and 1 from pul- 
monary metastasis after 10 months, while 2 patients 
are living without apparent recurrence, 1 of them 
about 2 years after the amputation. 

The causes of shock in this amputation are the 
excessive time required by the operation when it is 
performed by one surgeon, the change of position of 
the patient during the operation, the great loss of 
blood, the lack of blood transfusion during the opera- 
tion, the excessive and unnecessary injury to the 
peritoneum by retractors, the omission of novocaini- 
zation of the nerve trunks before ligation and sec- 
tion, the stretching of the nerve trunks by sudden 
maneuvers, and the use of hammer and chisel instead 
of a Gigli’ saw to cut bone. These factors are carefully 
avoided in the present technique, which thus be- 
comes indicated in malignant tumors of the hip bone, 
(including certain chondromas), in some malignant 
tumors of the lower extremity requiring disarticula- 
tion of the hip, and in chronic grave and rebellious 
osteitis and osteomyelitis of the hip bone when par- 
tial resection of this bone is insufficient or ischiofem- 
oral arthrodesis is impossible. The patient or his fami- 
ly should be told that the operation excludes the 
possibility of wearing an artificial limb. 

Technique. The customary intestinal preparation 
is done and preanesthetic drugs are used. If spinal 
anesthesia is contraindicated, pentothal is used dur- 
ing the first 60 or 90 minutes and then inhalation 
anesthesia. The anus is closed by a pursestring su- 
ture which is removed after the operation. The op- 
eration includes eight ventral stages performed by 
one surgeon and eight dorsal stages performed simul- 
taneously by another surgeon. 

The ventral stages consist of (1) incision of the 
skin and subcutaneous cellular tissue, parallel to and 
about 3 cm. below the iliac crest, anterosuperior iliac 
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spine, crural arch, and genitocrural fold, with sup- 
plementary incision over the pubis if its contralateral 
portion must be resected; (2) section of the abdomi- 
nal muscles; (3) retraction of the peritoneum and 
subperitoneal tissue, the bladder, ureter, spermatic 
or ovarian arteries, rectum, and uterus; (4) section of 
the seven elements which cover the front of the sac- 
roiliac joint; (5) freeing and retraction of the internal 
iliac vessels and the lumbosacral nerve trunk; (6) 
section of the pubic symphysis; (7) section of the 
sacroiliac symphysis or of the sacral ala; (8) closure 
by suture of the posterior flap in one plane over the 
wound, one or two rubber dam drains being left in 
the anterior part of the wound for 24 hours. 

The dorsal stages include (1) incision of the skin 
and subcutaneous cellular tissue, and formation of a 
dorsal flap, the lower extremity of which must reach 
the great trochanter, while the base must pass about 
3 cm. below the ischium and gluteal fold; (2) section 
of the major gluteal muscle and exposure of the sac- 
roiliac joint; (3) ligation of the gluteal and ischiatic 
vessels; (4) section of the pyramidal muscle, the 
major and minor sciatic nerves, and the sacrotuber- 
ous ligament; (5) freeing of the internal pudendal 
vessels, section of the sacrosciatic ligament, freeing 
of the corpus cavernosum and middle perineal apo- 
neurosis, and entry into the ischiorectal fossa; (6) 
section of the ischiococcygeal and levator ani mus- 
cles; (7) section of the sacroiliac symphysis; and (8) 
closure, as stated for the last ventral stage. The 
dressing is held by a moderately compressing bandage. 

The bowels are not allowed to move for the first 2 
days. On the fourth or fifth day an enema is given, 
reinforced, if necessary, by an injection of prostig- 
mine. All or nearly all sutures are removed on the 
eighth day and the patient is allowed up with crutch- 
es on the tenth day or even earlier. 

RICHARD KEMEL, M.D. 


The Posttraumatic Physiology of the Joint (La 
physiologie post-traumatique de J’articulation). 
THEO Marti. Helvet. chir. acta, 1948, 15: Supp. 5. 


For the guidance of Swiss physicians who are in- 
terested in the treatment and the estimation of disa- 
bility of accidents of industrial work and disease in 
professional workers, Marti presents a thorough 
study of the posttraumatic physiology of the normal 
and pathologic joint, based on his own experience 
and on that of numerous, principally Swiss, authors. 
From the actual knowledge on this subject he has 
endeavored to establish simple biologic rules for the 
treatment of traumatic lesions of the joint. 

He stresses the importance of treating the peri- 
articular edemas, the hematomas, and the irritating 
elements, keeping in mind that the first two cause 
also an inflammatory reaction which is favorable to 
cure. Therefore, the edema should be treated by 
immobilization of the joint in correct physiologic 
position, but massage is contraindicated, at least in 
the beginning. Puncture is indicated only if the 
hematoma is important, and is not performed before 
the fourth or the fifth day; a compressive bandage is 
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then applied. All distortions should be treated like 
reduced luxations but with shorter immobilization. 
In intra-articular fractures, the bone and the carti- 
lage must be replaced in their original position; the 
cartilage, especially, must be carefully reduced be- 
cause it heals only with connective tissue, which may 
become an irritative element for the opposite articu- 
lar surface. Muscular atrophy is combated by active 
mobilization, and massage is used only after the peri- 
articular inflammatory irritation has disappeared. 
The duration of immobilization will depend on the 
nature and gravity of the lesion; even prolonged 
immobilization in correct position does not present 
much danger of ankylosis. Attention must also be 
paid to the posttraumatic reactions of the tendinous 
insertions and of the apophyses. Absolute rest may 
be completed by the use of analgesics and substances 
capable of modifying and regulating the local vas- 
cularization. Marti prefers infiltrations of 1 per cent 
novocain to which he adds acetylcholine because of 
its remarkable vasodilator effect. 

The medicolegal problems arising from the articu- 
lar disorders are discussed on the basis of the Swiss 
legislation concerning compulsory insurance against 
accidents. RICHARD KEMEL, M.D. 


The Occurrence and Management of Reflex Sympa- 
thetic Dystrophy (Causalgia of the Extremities). 
James W. Toumey. J. Bone Surg., 1948, 30-A: 883. 


This study is based on experience with 31 cases. 
The most prominent symptom of causalgia is a 
continuous burning pain in the extremities. There 
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may be signs of vasoconstriction or vasodilatation. 
The obvious signs are coldness, increased sweating, 
pallor or cyanosis of the skin, and swelling of the 
hand or foot. The advanced cases may resemble 
rheumatoid arthritis. 

The x-ray examination shows either spotty or gen- 
eralized decalcification. The pain may appear right 
after the injury or it may begin weeks or even months 
after the injury. Nerve injuries, injuries to the blood 
vessels, or crush injuries are known to cause causal- 
gia very frequently. It was shown that the pain in- 
creases in both degree and extent and is liable to 
change the entire personality of the patient. The 
treatment consists of injections of procaine into the 
“trigger points” or into the appropriate segments of 
the sympathetic chain, i.e., the stellate ganglion, or 
the second and third thoracic ganglia, or a paraverte- 
bral sympathetic block may be done. A single nega- 
tive peripheral block should never be accepted as a 
true diagnostic sign because of the possibility that 
the ganglion was missed. Sympathectomy was done 
in patients who had temporary relief from procaine 
blocks. 

The best results following this operation were ob- 
tained in the younger age group. Good or excellent 
results were obtained in approximately two-thirds of 
the patients operated on. It was found that patients 
who had had causalgia for a long time responded less 
favorably to this procedure than those whose symp- 
toms had been of shorter duration. Etamon chloride 
was used instead of procaine with satisfactory results. 

GeorcE I. Reiss, M.D. 











BLOOD VESSELS 


Thromboangiitis Obliterans. 
Lancet, Lond., 1948, 2: 717. 
Seventy-seven patients with thromboangiitis ob- 
literans were studied. Intermittent claudication, 
superimposed vasospastic attacks, and ulcers seemed 
to improve after sympathectomy. Prophylactic 
sympathectomy in some early cases of unilateral 
Buerger’s disease did not give complete protection, 
although it possibly delayed the onset of symptoms. 
The effects of sympathectomy and the prognosis 
are best when the small vessels are the first to be 
involved. Ropert A. Nasatorr, M.D. 


J. B. Kinmonta. 


Traumatic Rupture of Normal Aorta. Lars THor£n. 
Upsala lak. foren. forh., 1948, 5: 207. 

As compared to rupture of pathologically in- 
volved aortas, traumatic rupture in a normal aorta 
is considered rather unusual. After a brief survey 
of those pathological conditions which usually cause 
rupture, 4 cases of traumatic rupture in a normal 
aorta are described. The usual sites of rupture are 
discussed, as are the various theories concerning the 
pathogenesis of these lesions. An estimate based on 
the literature reveals that from two-thirds to three- 
fourths of all ruptures occur in the ascending aorta. 
Apart from direct laceration of the wall, the ma- 
jority of ruptures probably arise as a result of longi- 
tudinal tension on the wall plus an intravascular 
increase in pressure. The theory that a normal aorta 
may rupture merely as a result of an increase in 
blood pressure following violent strain, “appears to 
be unlikely.” Uncomplicated partial ruptures offer 
the most favorable prognosis, but if a dissecting 
aneurysm develops from a partial rupture, the prog- 
nosis becomes considerably less favorable. 

The treatment of these conditions is discussed, and 
it is noted that the clinical picture of partial rupture 
with dissecting aneurysm may resemble an acute 
condition of the abdomen. 

Rosert A. NaBatorr, M.D. 


Saddle Embolus of the Aorta. Joun L. KEELEY. Ann. 
Surg., 1948, 128: 257. 

A 52 year old woman recovering from her second 
episode of cardiac decompensation for which she had 
been receiving digitalis, and who was known to be 
suffering from auricular fibrillation, displayed vague 
pain in the left leg. Ten days later she noted the 
rapid onset of coldness, pain, and paralysis of both 
lower extremities accompanied by pain in the lower 
abdomen and sacral region. Pulsations of the aorta 
were absent beyond the sacral promontory save for 
weak pulsations in the region of the left femoral 
artery. A diagnosis of saddle embolus was made, and 
a transperitoneal embolectomy was performed with- 
in 6 hours of embolism. 
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Through a 2 cm. incision in the aorta, at its junc- 
tion with the right common iliac artery, the ob- 
structing clot together with a 6 inch tail thrombus 
in the right iliac artery was removed and the arterial 
defect was closed with an everting running mattress 
stitch. The administration of 100 mgm. of heparin 
was begun at this time. Operation required 115 min- 
utes. Pulsations were immediately present in the 
peripheral vessels, except for the left doralis pedis 
artery in which it was not detected until the fifth 
postoperative day. Adjunctive therapy consisted of 
procaine lumbar sympathetic block on the first post- 
operative day, pontocaine spinal anesthesia on the 
second through the sixth days, intermittent venous 
constriction and anticoagulant therapy. Dependent 
edema of the legs disappeared after 6 weeks. In the 
23 months since operation, mild weakness of the left 
peroneal group of muscles has persisted, as has the fi- 
brillation. Cardiac compensation has been main- 
tained. 

A discussion of the recognized etiologic factors, 
together with diagnostic and therapeutic features, 
follows the case report. The author states that em 
bolectomy is the only lifesaving treatment for a 
patient with an aortic embolus. The choice of opera- 
tive procedure—a direct attack upon the involved 
vessel or an indirect approach whereby the iliac or 
femoral arteries are exposed and the clot removed 
from below—is decided by the condition of the pa- 
tient. ALLAN D. CaAttow, M.D. 


Accidental Intra-Arterial Injection of Drugs. 
S. M. CoHen. Lancet, Lond., 1948, 2: 361, 409. 


The present article is concerned with the tragedies 
following accidental intra-arterial injection of some 
substances commonly employed in anesthesia, and 
with roentgenographic diagnosis, the latter including 
such procedures as arteriography, pyelography, and 
cholecystography. Additional instances of occasional 
catastrophes following improper injection of arsphen- 
amine, quinine, ethanolamine, bismuth, and Hart- 
mann’s solution are provided. Detailed case reports 
of 12 instances in which thiopentone (pentothal sodi- 
um) was injected intra-arterially, and the clinical 
features, pathologic lesions, treatment, and sugges- 
tions for prevention constitute the larger portion of 
the article. 

Eight of the patients suffered the loss of some part 
of the extremity; 3 made what appeared to be com- 
plete recoveries; 1 patient suffered disabling residua 
consisting of weakness and sensitivity to cold. The 
author estimates that a fair figure for the incidence 
of major thiopentone tragedies in his country is prob- 
ably 1 case in 55,000 cases. He feels that such an 
accident can happen to anyone and is not a reflection 
upon the competency of the anesthetist. The vari- 
able anatomy of the arterial tree upon the front of 
the elbow, upper arm, and forearm is discussed, and 
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a knowledge of these variations is held to be a sine 
qua non for the competent anesthetist. 

The clinical features following intra-arterial injec- 
tion of thiopentone are listed as burning pain (‘‘the 
hand felt like a flaming branch”), color changes in 
the hand and forearm which may progress to mott- 
ling, edema, muscle necrosis, changes in nerve 
function, and, in one case, rapid loss of consciousness 
following the injection of a very small amount of 
thiopentone. The pathogenesis is largely dependent 
upon immediate thrombosis following damage to the 
intima by the highly irritant, strongly alkaline thio- 
pentone. The circulation may be finally arrested by 
one or several of the following mechanisms: (1) arter- 
ial thrombosis, (2) arterial or distal arteriolar spasm, 
(3) extensive diffuse venous thrombosis, (4) extensive 
venous spasm, (5) mechanical blocking of the arterial 
tree due to protein flocculation or precipitation of the 
drug, and (6) arteriovenous communications-enabling 
retrograde spilling-over of intravenous fluid into the 
arterial circuit. 

The treatment of choice is held to be immediate ar- 
teriotomy with removal of the clot. Delayed surgery 
is of no help. Arteriectomy is held to be without ad- 
vantage. Antispasmodics such as papaverine, aspirin, 
alcohol, and others have not brought dramatic im- 
provement. If surgery for the original lesion must be 
continued, the author recommends general anesthesia, 
preferably cyclopropane, deep enough to produce 
vasodilatation, but light enough to prevent a fall in 
blood pressure. Brachial block is advocated in pref- 
erence to sympathetic block. Local measures such as 
protection by sterile wraps are advised in addition to 
maintenance of body warmth, immersion of the op- 
posite limb in warm baths (112 degrees F.), elevation 
of the affected limb, and the generous use of mor- 
phine for the relief of pain. 

Certain measures designed to aid the anesthetist 
in the prevention of such errors as accidental intra- 
arterial injection of drugs are listed. These include 
checking the vessel to be injected for pulsation, selec- 
tion of a vein beyond the antecubital fossa, injection 
of a trial amount and waiting for the development of 
pain, avoidance of a too tight venous tourniquet as 
well as hyperextension of the elbow, and a detailed 
knowledge of the anatomical variations encountered 
about the elbow joint. Further experimental work 
on animals is held to be desirable. 

ALLAN D. CALLow, M.D. 


Arterial Embolism. J. R. LEARmMontH. Edinburgh 
M.J., 1948, 55: 449. 

The points of origin of arterial emboli are de- 
scribed. Three essential factors in the treatment of 
arterial embolism are (1) the preservation of ade- 
quate blood volume, (2) the preservation of ade- 
quate general blood pressure, and (3) adequacy of 
the collateral circulation. The availability of the 
collateral channels depends upon the anatomic ar- 
rangement of the vessels at the involved site, arterial 
spasm, consecutive thrombosis, and the structural 
changes in the walls of the adjacent vessels. 
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First aid treatment of arterial embolism should 
include (1) heparin; (2) placing the involved part at 
rest at a temperature from 15 to 20 degrees; (3) 
relief of pain; (4) inducement of sleep to aid vaso- 
dilatation; and (5) if auricular fibrillation is present 
digitalis should be withheld unless there are signs of 
cardiac failure. The clinical types of arterial embolism 
are described, and clinical examples are presented. 
If the patient is seen within ro hours, the author 
awaits the result of treatment with heparin. If this 
is of value, unmistakable improvement will occur 
within about 2 hours. If there is an unprofitable 
interval, embolectomy is performed. The ultimate 
result will depend largely upon the exact site of 
obstruction and upon the architecture of the arterial 
tree in each particular case. 

Rosert A. Nasatorr, M.D. 


Arteriectomy in Pains of Vascular Origin (L’artériec- 
tomie dans les douleurs d’origine vasculaire). J. 
AousTINn. Rev. chir., Par., 1948, 67: 293. 


After a series of intravenous calcium injections the 
author’s patient developed a syndrome first diag- 
nosed as phlebitis, but which cleared up after 40 
days of immobilization. A month later, however, 
the patient complained of attacks of severe pains 
in the cubital space which irradiated to the shoulder 
and forearm and exacerbated at night. A mass of 
hazelnut size could be palpated. There was hyper- 
hidrosis of the palm and cyanosis of the fingertips. 

As 5 novocain infiltrations of the stellar ganglion 
were unsuccessful, the humeral artery was resected 
for a length of 6 cm. The operation was followed by 
prompt recovery and cessation of all pathological 
signs although the resected artery appeared normal 
histologically. 

The author believes that the “extravenous” 
injection had caused an irritation of the adventitia 
and continuous spasms of the artery which were 
responsible for the cyanosis and hyperhidrosis as well 
as for the pains. No signs of an old phlebitis were 
found at the operation; the cubital veins were not 
thrombosed. WERNER M. Sotmitz, M.D. 


Results of 94 Arteriectomies (Résultats de 94 artériec- 
tomies). C. MENTHA. Lyon chir., 1948, 43: 513- 


The author reports the results of 94 arteriectomies 
done on the service of Professor Leriche from March, 
1942 to January, 1947. These operative procedures 


- were done for senile and presenile arteritis in 80 pa- 


tients. All of the patients were more than 45 years 
of age; 76 were males and 4 were females. 

Although arteriography for the localization of 
arterial thrombi or the use of postoperative anti- 
coagulant therapy was impossible during wartime, 
the results were very favorable. 

In 35 patients arteriectomy alone was done, either 
unilaterally or bilaterally. In the 45 other patients 
this procedure was combined with unilateral or bi- 
lateral lumbar sympathectomy. The results were 
classified as excellent in 7.5 per cent and good in 
26.25 per cent; some improvement was obtained in 
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22.5 percent. The results were slightly better in the 
patients who had arteriectomy combined with sym- 
pathectomy than in the patients who had arteriec- 
tomy alone. The patients were followed up for from 
1 to § years. 

The author concludes that arteriectomy, either 
alone or combined with lumbar sympathectomy, is 
the most efficient method for the treatment of chron- 
ic obliterative arteritis of the presenile and senile 
types. EDWARD W. Gisss, M.D. 


BLOOD; TRANSFUSION 


Chronic Leg Ulcer in Diseases of the Blood. BEn- 
JAMIN R. GENDEL. Blood, 1948, 3: 1283. 


Chronic leg ulcers may occur as a complication of 
(1) sickle cell anemia, (2) congenital (hereditary) 
hemolytic anemia, (3) splenomegaly associated with 
Banti’s syndrome, (4) idiopathic thrombocytopenic 
purpura, (5) pernicious anemia, (6) Gaucher’s 
disease, and (7) chronic hemolytic polycythemia. 

He reports two cases. The first patient, a 52-year- 
old white man, presented a typical hemolytic ane- 
mia, the earliest symptom of which was the leg 
ulcer 27 years previously. ‘This was successfully 
treated by skin grafting and splenomegaly. The 
second patient, a 60-year-old white man, at autopsy 
proved to have cirrhosis of the liver and congestive 
splenomegaly (Banti’s syndrome). 

The pathogenesis of the leg ulcers accompanying 
these diseases of the blood has not been satisfactorily 
explained. The common denominator would seem 
to be related to the spleen. It is suggested that the 
association of leg ulcer with these various diseases 
of the blood is related in an unknown manner to 
either splenomegaly or hyperfunction of the spleen 
(hypersplenism). LeRoy J. Kiemsasser, M.D. 


Are Universal Donors Dangerous? (Les donneurs uni- 
versels sont-ils dangereux?) M. P. Rosert, P. H. 
BONNEL, AND H. Perrot. Presse méd., 1948, 62: 691. 


The authors discuss the advantages and dis- 
advantages of using the universal donor in blood 
transfusions. They deemed it useful to reinves- 
tigate the problem by studying the blood modifi- 
cations taking place in the recipient at the site of 
the injection. 

A series of experiments were conducted in which 
50 c.c. of whole, fresh blood from o Rh-positive 
donors (with average or high agglutinin levels) were 
injected into a wrist vein of Type A recipients. The 
vein selected had no collateral drainage from the 
wrist to the elbow. Two trocars were placed in this 
vein at 10 cm. and 20 cm. proximal to the injection 
site and samples of blood were withdrawn at inter- 
vals during the transfusion. The transfusion was 
given rapidly and two samples were taken from 
each trocar after each 10 c.c. had been given, or 
every 12 seconds. Sodium citrate was added to the 
first sample and the second was allowed to clot. 
In the citrated samples agglutination of the cells 
was looked for microscopically, and in the clotted 


543 


samples the titers of the alpha and beta agglutinins 
were determined. 

The authors were able to show that the titer of 
the foreign agglutinin alpha declined rapidly upon 
entering the recipient’s vein. Very little was present 
at the 10 cm. trocar and practically none at the 20 
cm. trocar. The titer of the agglutinin beta declined 
in a similar manner. These changes persisted 
throughout the transfusion. They explain the rapid 


‘disappearance of the agglutinins as follows: 


1. Partial fixation in the vessel wall. 

2. Partial, though almost inconsequential, loss 
through the combination with the recipients’ red 
blood cells. 

3. Absorption by the blood serum of the opposing 
agglutinins. 

The authors proved the third explanation in the 


‘ following manner: 


The plasma from 20 c.c of oxalated blood type A 
was mixed with an equal quantity of serum o (titer 
of alpha= 1/64, titer of beta=1/64). Washed cells 
from the A blood and foreign B cells were then 
added. The foreign B cells controlled the beta 
agglutinins. There was a definite reduction of 
agglutinin alpha from 1/64 to 1/16 in 30 minutes and 
to 1/8 in an hour, while the titer of the beta aggluti- 
nin did not vary. 

The authors conclude that foreign agglutinins 
from the universal donor are rapidly neutralized at 
the transfusion site, but the neutralization is accom- 
panied by slight agglutination with resulting slight 
hemolysis which, most likely, would be detrimental 
to weak, anemic patients. 

Joun H. Fiynn, M.D. 


LYMPH GLANDS AND LYMPHATIC VESSELS 


Surgical Management of Thoracic Duct Injuries. 
G. B. HopcE and HunTeER BripcEs. Surgery, 1948, 
24: 805. 

Traumatic chylothorax is a rare but not uncom- 
mon condition, which is due either to direct or in- 
direct violence or to operative injury. Traumatic 
injury, such as that due to crushing, bullets or stabs, 
blows on the chest, and hyperextension of the verte- 
bral column are often encountered. 

Operative injury to the duct with chylorrhea or 
chylothorax is a more frequent occurrence than one 
is led to believe from reports in the literature. The 
cervical portion of the duct is often injured in opera- 
tions on the left side of the neck for tumor or en- 
larged lymph nodes. If unrecognized or not treated, 
chylorrhea will develop, and if the pleura is opened, 
chylothorax may occur. In injuries to the intra- 
thoracic portion of the duct, chylothorax with its 
attendant high mortality will occur unless the injury 
is promptly recognized and treated. 

Injuries to small tributaries or collaterals of the 
thoracic duct often become sealed without serious 
consequences. However, injury to a large tributary 
with chylorrhea may be present and not clear up for 
several days. 
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Fig. 1 (Hodge and Bridges). Technique of implantation 
of the thoracic duct into the azygos vein. 


The symptoms in chylothorax are those due to 
pressure and loss of chyle. The pressure symptoms 
may be relieved by frequent thoracentesis, but the 
loss of chyle, if allowed to persist, will result in inani- 
tion and death. With the loss of the constituents of 
chyle, a marked deficiency state develops, character- 
ized by weakness, hunger, intense thirst, emaciation, 
apathy, and death which is due to starvation. The 


lymphocyte and eosinophile blood count are reduced. | 


The treatment of chylothorax has been medical, 
surgical, or combined. In the medical management 
a proper diet, low in fats and rich in protein and vita- 
mins, is given. Blood transfusions, plasma, glucose, 
saline solution, intravenous infusion of aspirated 
chyle, and thoracentesis have been employed. These 
supportive measures may maintain the patient’s nu- 
tritional status until spontaneous or operative repair 
of the injury is carried out. 

In operative injuries it is paramount that the in- 
jury be recognized at the time and appropriate treat- 
ment carried out. -The authors have investigated a 
method of repair of a traumatized thoracic duct on 
dogs and satisfactory results were obtained in those 
cases in which the thoracic duct that was excised was 
ligated and in those cases in which the thoracic duct 
was implanted into the azygos vein. It was interest- 
ing to note that of the dogs in which a segment of the 
thoracic duct was excised and the divided ends left 
open, 4 recovered and 2 died. The autopsy on these 
animals revealed that closure of the open ends of the 
duct and collateral channels and lymphaticovenous 
anastomosis developed. 

The authors concluded that in injuries of the lower 
part of the thoracic duct ligation is unsafe. If a 
primary repair of an injured or severed duct cannot 
be accomplished, then implantation of the thoracic 
duct into the azygos or other suitable vein should be 
carried out. This treatment is the most physiological 
if primary repair cannot be accomplished. 

A case report was presented by the authors in 
which the thoracic duct was implanted into the 
azygos vein with complete recovery. The technique 
of the implantation into the azygos vein is illustrated 
in Figure 1. Joun E. Karasin, M.D. 
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OPERATIVE SURGERY AND TECHNIQUE; 
POSTOPERATIVE TREATMENT 


Major Surgery, Hematocrit Values, Plasma Protein 
Determinations, Protein Fraction (Grosschirur- 
gische Eingriffe, Haematokritwert, Plasma-Eiweiss- 
quantum, Eiweissfraktion). I. DiscHreit. Wien. 
med. Wschr., 1948, 98: 394. 


Using the Kjehldahl method, the author made 
1,240 plasma protein, serum protein, and fraction 
protein determinations on 233 patients. 

The plasma protein value was sometimes higher 
than normal when the body weight corresponded to 
the body height or the ratio was abnormally high. 
Only malignant myelomas revealed an exception: 
in spite of a great loss of weight, the plasma protein 
may be as high as 14 gm. per cent instead of the nor- 
mal 6.5 to 8.0 gm. per cent. Hypoproteinemia was 
found in accident cases and was probably due to the 
effect of shock; a similar condition was noticed also 
in patients with chronic inflammatory processes, 
chronic suppurative conditions such as empyema or 
phlegmons, also nephrosis complicating surgical 
conditions of the kidneys, grave gastrointestinal 
lesions such as ulcerative colitis, echinococcus disease, 
certain cases of carcinoma, malnutrition, and in pa- 
tients with Witzel’s fistula. 

An increase of globulins was found in patients with 
phlegmons and certain patients with pulmonary 
tuberculosis. Only 25 per cent of 24 patients with 
bronchial carcinoma showed a decrease in the albu- 
min-globulin ratio. The hematocrit values were 
found increased in idiopathic and symptomatic poly- 
globulia resulting from peripheral stasis or dehydra- 
tion following vomiting, diarrhea, or burns. An 
acute rise of hematocrit values in patients who had 
not received a blood transfusion was a sign of a fatal 
outcome. 

A rise of gamma globulins was observed after the 
extirpation of an echinococcus cyst from the upper 
lobe of the right lung. 

‘Numerous observations on patients who under- 
went pulmonectomy showed a diminution of plasma 
proteins reaching 1.75 gm. per cent. An exception to 
this rule may be found only in relatively young pa- 
tients. 

Unless there are great blood losses or a considerable 
fall of the blood pressure during the operation, plas- 
ma protein and hematocrit values usually return to 
normal levels after a transfusion of approximately 
600 c.c. of blood. A transfusion of much larger 
amounts may embarrass the circulation and prevent 
the reticuloendothelial system from an intensive for- 
mation of antibodies because the system may become 
exhausted by phagocytosis of foreign erythrocytes 
brought into the organism with the transfused blood. 
Unless a transfusion is given for the purpose of re- 
placing considerable losses of blood, its aim is to stim- 


ulate the bone marrow. This task is accomplished 
by bilirubin or urobilin liberated from phagocytized 
erythrocytes. The stimulated plasma cells in the 
bone marrow form plasma proteins, especially globu- 
lins; thus the rise of globulins after a transfusion is 
explained. 

The operative shock is responsible for a fall in 
plasma proteins. Furthermore, a loss of proteins by 
muscles of a bedridden patient after the operation 
leads to a loss of proteins in the blood. 

Contrary to the statement of some American 
writers, plasma protein contents as low as 5.5 gm. 
per cent never caused edemas in the author’s ma- 
terial of 235 patients, no matter whether they were 
operated on or not. 

A protein rich diet combined with the administra- 
tion of large amounts of fats and carbohydrates 
proved to be the most efficient remedy to combat the 
postoperative hypoproteinemia. 

The author recommends a blood transfusion 2 or 
3 weeks after pulmonectomy if the postoperative 
course is uneventful, in order to raise the plasma 
proteins, because, as a rule, the patient shows a fall 
of such proteins. Josepa K. Narat, M.D. 


ANTISEPTIC SURGERY; TREATMENT OF 
WOUNDS AND INFECTIONS 


Primary Tendon Repair. JosepH L. Poscu. Surg. 
Clin. N. America, 1948, 28: 1323. 

The author reviews the treatment of 187 cases of 
injuries of the tendons and nerves of the hand and 
wrist at the Detroit Receiving Hospital, Detroit, 
Michigan, during 1947. Case histories representa- 
tive of the various types of injuries are presented in 
detail. In general, the principles outlined by Koch, 
Mason, and Allen were followed. 

Emergency room care consisted of establishment 
of the diagnosis without interference with the wound. 
Tetanus antitoxin was administered, and the patient 
was prepared for admission to the operating room. 
Although the author states that general anesthesia 
is preferred, the majority of patients were operated 
upon under brachial block or local infiltration of 
novocain. 

Cleansing of the wound with soap and water was 
performed in the operating room. A bloodless field 
was maintained by the use of a blood pressure cuff 
inflated to 250 mm. of mercury, which is released 
every 11% hours during the procedure. Adequate ex- 
posure without incising across skin creases is stressed. 
Tendons were approximated with No. 60 cotton su- 
ture by the technique developed by Mason and Allen. 
Because of the difficulties in its use, the Bunnell pull- 
out wire technique was abandoned, although the au- 
thor states good results were obtained in the few 
cases in which it was used. Splinting was maintained 
by the use of plaster molds and pressure dressings. 
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When possible, the primary dressing was not changed 
for a period of 10 to 14 days. 

When the flexor tendons were found to be divided 
within the sheath, only the profundus tendon was re- 
paired, the sublimis tendon being excised. Both ten- 
dons were repaired when the laceration was in the 
palm or wrist. Of 43 patients with severed tendons 
at the wrist, 22 had associated nerve injury. 

Of the extensor tendons, the extensor pollicis lon- 
gus caused the most difficulty in care. Secondary 
tenorrhaphy was necessary in 5 of 8 cases in which 
primary repair had been carried out. The author 
attributed the cause for failure to premature removal 
of the splint. For extensor tendons, he advocates the 
application of a splint at night for 2 weeks following 
removal of the original splint at 3 weeks postopera- 
tively. 

Only 3 patients were operated upon later than 6 
hours after injury, the majority of the operations 
being performed in 4 to 6 hours after the trauma. 
Penicillin, if used, is given intramuscularly, and its 
use locally is condemned by the author. From the 
experiences of the Hand Clinic at Detroit Receiving 
Hospital, primary tendon suture is recommended. 

Joun L. Bett, M.D. 


Some Observations on Anemia in Patients with 
Burns. F. BRAITHWAITE and F. T. Moore. Brit. J. 
Plast. Surg., 1948, 1: 81. 


The object of this article is to draw attention to 
the importance of the nutritional factor, especially 
protein depletion in anemia resulting from burns. 
Most patients during the period of their recovery 
from burns show a diminution in their blood hemo- 
globin values. The patients whose burns are less 
severe can, with dietary assistance, correct the ane- 
mia. In contrast, the patients whose burns are more 
severe need careful observation, prolonged treat- 
ment, and repeated blood transfusions. The im- 
portant feature which separates these two classes is 
the extent of the total skin loss. 

The first blood change to be noted as a result of 
burning is hemoconcentration. Following the intra- 
venous infusion of plasma, hemoconcentration is 
controlled within 3 or 4 days. The hemoglobin of 
patients whose area of total skin loss is less than 10 
per cent falls to 85 to go per cent; return from this 
level is usually spontaneous and complete before the 
second week has elapsed. 

The anemia arising from burns, associated with a 
percentage area of total skin loss greater than 15 per 
cent, is persistent and reacts only to transfusions of 
whole blood. Healing of the burned area is really 
the key to the situation, but the anemia will not be 
relieved until the burn is healed, and the burn will 
not heal until the hemoglobin is over 60 per cent. 
Repeated transfusions are the only solution and are 
the routine measure applied. 

Attention is drawn to the anemia that follows 
plasma infusions given when the patient is at the 
stage of hemoconcentration. There is no direct re- 
lationship between the amount of plasma infused to 


prevent hemoconcentration and the subsequent de- 
gree of anemia. A marked hemoconcentration is not 
necessarily followed by a marked degree of anemia. 
Hemoconcentration bears a relationship to the total 
area burned, but the subsequent anemia bears a re- 
lationship only to the extent of the total skin loss. 

The anemia that follows the phase of recovery 
from hemoconcentration is directly related to the 
extent of the raw areas. The more extensive the area 
of total skin loss, the more profound is the ensuing 
anemia. This is in effect an alternative way of say- 
ing that the significant factor in the subsequent 
anemia is the area of granulation tissue that arises 
as a result of skin loss. 

It has been shown by Cope (1943) that during re- 
covery from burns, a period of negative nitrogen 
balance occurs, and during this period of protein 
catabolism the protein stores of the body are de- 
pleted. 

In a patient suffering from extensive skin loss due 
to burns the daily excretion of urinary urea rapidly 
rises and is coincident with a rapid fall in the blood 
hemoglobin and the plasma proteins. Blood trans- 
fusions may control the decreasing blood hemoglobin 
if given in sufficient quantity. Four of the patients 
seen with severe burns developed a picture resem- 
bling that found in tropical nutritional anemia or 
sprue. They showed a variety of types of anemia 
without leucopenia, asthenia, wasting, sore tongue, 
diarrhea, or bulky fatty stools. 

Cases are presented which suggest that the re- 
sistant anemia that occurs after the initial stages of 
a burn is closely related to, and runs parallel with, 
disturbances of the nutrition; in the first group the 
protein loss was the most operative factor; in the 
second group a spruelike syndrome had added to the 
difficulties of the patient in absorbing and retaining 
the factors needed for red-cell formation. Hema- 
tinic factors, liver, iron, or vitamin B will not per se 
suffice to correct this anemia. The evidence sug- 
gests that the operative factor is loss of protein. 

Whipple and his co-workers have produced much 
experimental evidence stressing the importance of 
adequate protein intake for hemoglobin formation. 
They have found that the globulin necessary for 
hemoglobin synthesis is found in most meats, and 
in classical experiments showed that liver by mouth, 
especially beef and chicken livers, had a more im- 
portant influence on hemoglobin production than 
any other protein-containing food; and all the work 
since then has suggested that it is factors other than 
antianemic liver factors used for pernicious anemia 
that are of importance. Liver is a rich source of 
amino acids; experiments by Whipple and others 
point to lysine as the important factor; others are 
important for plasma production, but practical ex- 
perience has proved that plasma infusion will not 
correct the anemia of burns. 

The reason for the development of the spruelike 


syndrome in 4 patients is not clear, but the adminis- ' 


tration of 30 gm. of sulfonamide might have inter- 
fered with the intestinal synthesis of vitamin B. 
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Leucopenia did not occur, so that an inhibition of 
marrow activity by sulfonamide cannot be postu- 
lated as a cause of the anemia. Hemolysis as a cause 
of anemia relates to the early stages of the burn; no 
evidence has been produced showing that in the later 
stages hemolysis occurs. There is thus a good body 
of evidence pointing to the importance of protein 
intake, that is to say, food protein with serious burns. 
The practical effect is that patients suffering from 
severe burns must be given a high mixed protein 
diet, that the hemoglobin must be maintained above 
60 per cent, if healing is to occur, and that hematinics 
alone cannot be expected to correct the fall in the 
blood hemoglobin. FRANK F, Kantnak, M.D. 


Infection Through Soaked Dressings. LrEonarp 
CoLEBROOK and A. M. Hoop. Lancet, Lond., 1948, 
2: 682. 


To investigate the possibility that outside contam- 
ination could traverse several thicknesses of an in- 
tact, sterile, moist dressing and infect an underlying 
wound, the authors constructed a model wound 
which consisted of a section of brass tubing with 
several holes drilled near one end. Wicks of gauze 
were placed through these holes to facilitate seepage 
of fluid from gauze which had been moistened and 
placed loosely within the tube. A sterile dressing 
was bandaged over the holes, and the tubing was laid 
horizontally on a piece of filter paper placed within 
a copper container, and the entire apparatus was 
autoclaved. 

In simulating wound contamination the innermost 
gauze was saturated with a mixture of plasma and 
nutrient broth and the outside of the dressing was 
infected by adding cultures of bacteria to the filter 
paper. The model was incubated and cultures taken 
from the inner gauze showed that infections of the 
Pyocyaneus, Staphylococcus aureus, Proteus, diph- 
theroid bacillus, Streptococcus hemolyticus, and 
coliform bacillus readily traversed the dressing. 
Motile organisms passed through in a few hours; 
streptococci and staphylococci took up to 48 hours 
to penetrate. It was found that a plaster of paris 
shell over the bandage did not interfere with the pas- 
sage of organisms, but that cellophane or other im- 
pervious plastic was an effective barrier. 

The authors suggest that some hospital cross-in- 
fections may occur in a manner similar to their ex- 
periment. A plastic sheeting which is pervious to 
water but impervious to bacteria is undergoing fur- 
ther investigation as a possible barrier to infection 
which might be incorporated in dressings. 

Wayne Fretp Cameron, M.D. 


Penicillin in Tetanus. R. S. DrAz-Rivera, Luis R. 
DEtiz, and Jos& Berro-SuArez. J. Am. M. Ass., 
1948, 138: IgI. 

Because of inadequate methods of therapy, tetanus 
remains one of the most dangerous of wound in- 
fections. It has been shown that tetanus antitoxin 
is of limited value after a large amount of toxin has 
been fixed by the central nervous system. 


COPPER 
CONTAINER 


BANDAGE 


OUTER wooL 


GAUZE INFECTED 


FILTER PAPER 


Fig. 1 (Colebrook and Hood). Apparatus used in ex- 
periment described in text. 


Between July, 1945 and March, 1947 the authors 
treated 59 patients at the San Juan City Hospital, 
Puerto Rico (2.4 per cent of total admissions). The 
known incubation periods varied between 1 day 
and 3 months, with an average of 8.4 days for the 
total group, and an average of 5.7 days for the cases 
in which the outcome was fatal. 

Generalized tetanus developed in 56 patients and 
cephalic tetanus in 3. All but 18 patients had con- 
vulsions. Leucocytosis was present in 35 per cent 
of the cases. Therapy consisted of the intravenous 
administration of 100,000 units of antitetanic serum 
upon admission and frequently, in addition, intra- 
muscular injections of 1ro00,coo units. Wherever 
possible, local excision of the port of entry was 
performed after injection of the surrounding tissues 
with 20,000 units of antitetanus serum, and open- 
wound treatment with H.O, was instituted. For 
a period of 1 to 3 days 5,000 to 10,000 units of anti- 
tetanus serum were given intramuscularly, 5 per 
cent dextrose in isotonic sodium chloride was given 
intravenously, and a stomach tube for nutrition was 
used in the patients who were more seriously ill. 
Phenobarbital sodium injected hypodermically, in 
doses of 2 gr. (0.13 gm.) every 2 to 3 hours, helped 
to control convulsions; ether in oil by rectum was 
used also. Penicillin in doses of 15,000 to 20,000 
units was given intramuscularly every 3 hours. 

The mortality rate was 20.3 per cent. The aver- 
age hospital stay for the whole group was 19 days, and 
the average total amount of penicillin received was 
1,800,000 units. The patients who died had received 
an average of only 796,000 units of penicillin. The 
duration of the convulsions was not shortened by 
penicillin nor by tetanus antitoxin. 

A short incubation period and the rapid onset of 
convulsions are bad prognostic signs. This is true 
also when the port of entry is in the head. The 
causes of death in 12 patients were: respiratory 
paralysis and toxemia in 7, bronchopneumonia in 
4, and extreme dehydration in 1 patient. Severe 
serum sickness was considered a contributory factor 
in 1 patient. 
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There was no evidence of benefit from large doses 
of tetanus antitoxin in several cases of well estab- 
lished generalized tetanus. However, penicillin 
seems to have contributed to a reduction in mor- 
tality. Although it had no effect on the incidence of 
convulsions, it may have altered the multiplication 
of Clostridium tetani. It also had a beneficial effect 
on complicating bronchopneumonia. 

ARTHUR J. LEssER, M.D. 


On the Treatment of Actinomycosis with Sulfa 
Drugs and Penicillin. C. A. ADAMSON and GésTA 
HAGERMAN. Acta med. scand., 1948, 131: 23. 


Sulfanilamides and penicillin are known to affect 
actinomyces fungi in vitro. The authors present the 
case of a 40 year old patient who suffered from 
pulmonary actinomycosis and who showed roent- 
genographic evidence of pleuropneumonia. 

Chemotherapy consisted of the administration of 
sulfadital (a mixture of sulfathiazole, sulfamerazine 
and sulfadiazine), 8 to 10 gm. daily for a period of 
9 weeks, and 25 gm. of urea per day. No injury to 
the kidneys was observed. Penicillin in doses of 
250,000 units daily was given for a period of 4 
months. The authors stress the importance of this 
combined and prolonged treatment. 

Eighteen months after the termination of treat- 
ment, follow-up examination revealed no evidence 
of recurrence. ARTHUR J. Lesser, M.D. 


ANESTHESIA 


Relationship Between Hypoproteinemia and Toxi- 
city of Anesthetic Agents: A Preliminary Re- 
port. CHARLES L. BursTEIN and Co Tur. Current 
Res. Anesth., 1948, 27: 287. 


White rats were used as experimental animals to 
observe the effects of currently employed anesthetic 
agents when administered in the state of hypopro- 
teinemia. A control group was fed the regular kennel 
rations. Another group was fed a protein low diet 
for from 3 to 7 weeks before the experiments were 
carried out. 

It was found that nitrous oxide, pentothal sodium, 
and chloroform anesthesia were more toxic in the 
rats rendered hypoproteinemic as compared with the 
normal control rats. Ether anesthesia with ample 
oxygenation was relatively well tolerated by the 
hypoproteinemic rats. Cyclopropane anesthesia was 
tolerated seemingly as well by the hypoproteinemic 
group as by the controls. 

Mary FrRAnceEsS Pog, M.D. 


Our Experiences with Peridural Anesthesia (Unsere 
Erfahrungen mit Periduralanaesthesie). ALBERT C. 
OHLING. Chirurg, 1948, 19: 407. 

For the past 2 years, Ohling has used Dogliotti’s 
peridural anesthesia in practically all serious abdom- 
inal operations, including kidney and bladder opera- 
tions and especially prostatectomies, the only con- 
traindication being severe circulatory damage such 
as occurs, for instance, in ileus and grave peritonitis. 
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In the beginning he used aqueous solutions but soon 
changed over to pantocain-gelatine solution which 
consists of: pantocain 0.5, white gelatine 5, physio- 
logic salt solution to 100. This solution is sterilized 
and kept in wide-necked brown bottles with glass 
stopper, and 1 c.c. of 1 to 1,000 suprarenin solution 
is added before use. 

On the evening before operation, 0.5 to 0.75 gm. of 
veronal is given and, 1 hour before operation, 1 c.c. 
of scophedal is injected intravenously so that the 
patient is already in a twilight condition when brought 
into the anestHesia room; if needed for complete 
unconsciousness, another o.5§ to 1 c.c. of scophedal is 
then injected. The only difficulty of the method lies 
in correct puncturing of the peridural space. Once 
this space is reached, 3 c.c. of the warmed pantocain- 
gelatine solution are slowly injected. If no signs of 
collapse appear, the solution is undoubtedly in the 
peridural space and the remainder of the dose is 
injected in from 6 to 8 minutes. The patient is then 
placed in dorsal position and complete anesthesia is 
obtained in about 15 minutes. The dose of anesthetic 
used varies from 10 to 12 ¢.c. in small subjects up 
to 15 c.c. in large individuals. In operations of the 
upper abdomen, the puncture is made between the 
seventh and eighth dorsal vertebrae and good anes- 
thesia is obtained from the nipples to the middle of 
the lower abdomen; for operations in the lower 
abdomen the puncture is done between the twelfth 
dorsal and the first lumbar vertebrae. The anes- 
thesia lasts for from 4 to 5 hours. Like any other 
spinal anesthesia, the peridural method causes a fall 
in the blood pressure which is moderate in low anes- 
thesia and increases with the height of the puncture; 
however, this fall occurs much more slowly. To 
avoid danger from collapse, blood pressure readings 
are taken every 10 minutes during the operation. 
Excellent support of the blood pressure in old and 
vasolabile patients has been obtained with 1 to 2 c.c. 
of ephedralin and of veritol given subcutaneously. 
Another important factor is complete rest of the 
patient. 

From September, 1945 to September, 1947, peri- 
dural anesthesia was used in 180 abdominal opera- 
tions. Anesthesia was incomplete in 8.3 per cent of 
these cases, and it was necessary to add some local 
anesthesia or to administer a few cubic centimeters 
of evipan. The failures were due mostly to the fact 
that not enough time was allowed to obtain com- 
plete anesthesia and also that beginners were learn- 
ing to use the method. With the correct technique 
the operation was absolutely painless, the abdominal 
wall soft, the intestine relaxed, and any position 
possible. RicHarp KEmEL, M.D. 


Peridural Anesthesia in Children (Die Peridural- 
anaesthesie im Kindesalter). HELmutT GoEPEL and 
HELMuT Brucu. Chirurg, 1948, 19: 410. 


Applying the principles worked out for adults, 
the authors have extended the use of peridural anes- 
thesia to children and have obtained good results. 
They have used a 0.33 per cent aqueous solution of 
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pantocain and a 0.5 per cent pantocain-o.6 per cent 
periston solution with 1 drop of 1 to 1,000 suprarenin 
solution per 5 c.c. The body weight of the child was 
used as a practical guide to the dosage of pantocain 
to be administered. The dose of the 0.33 per cent 
aqueous solution of pantocain in children of from o 
to 12 years, weighing from 2 to 35 kgm., ranged from 
2 to 12 c.c., and that of the o.5 per cent pantocain- 
0.6 per cent periston solution in children of from 6 to 
12 years, weighing from 20 to 35 kgm., ranged from 
6 to 8 c.c. 

No preparation was used for infants. Very restless 
children were given from 0.2 to 0.5 c.c. of luminal 
sodium in the first year of life, and from 0.5 to 1 c.c. 
in the second to the fifth year; only after the sixth 
year was from 1 to 1.5 c.c. administered regularly 1 
hour before anesthesia. 

Puncture is usually performed in the sitting posi- 
tion with a needle 3.5 cm. long, graduated in centi- 
meters, and having a point bevel of 45 degrees. In 
the nursling, the depth of the puncture is usually 
less than 1 cm., in children of from 5 to 7 years it is 
about 2 cm. The adaptability of the circulation of 
children to peridural anesthesia is extraordinary and 
prophylactic measures against circulatory changes 
are unnecessary. The aqueous solution of pantocain 
is indicated in children under 6 years; the pantocain- 
periston solution is used in appropriate cases after 
the age of 6. 

In the beginning the authors did not use the meth- 
od in children with severe peritonitis, nurslings with 
ileus, and the newly born. At present, practically 
all interventions below the xiphoid are performed 
under peridural anesthesia even in nurslings and the 
newly born; the only exceptions are those for spasm 
of the pylorus, anal atresia, and myelomeningocele, 
which are done under local anesthesia. The use of 
the peridural method is recommended particularly 
in orthopedics since it provides ideal muscular re- 
laxation. 

Peridural anesthesia is valuable as a therapeutic 
measure, without subsequent operation, in ileus of 
nurslings. In incarcerated hernia it causes relaxa- 
tion of the abdominal wall with enlargement of the 
hernial opening; reduction of the hernia by simul- 
taneous stimulation of peristalsis then occurs spon- 
taneously in some cases and is facilitated by taxis in 
others. Recent intussusception can be reduced man- 
ually through the relaxed abdominal wall. 

RICHARD KEMEL, M.D. 


Experiences with Procaine Administered Intra- 
venously. CHARLES M. BARBourR and RALPH M. 
TOVELL. Anesthesiology, 1948, 9: 514. 


In the present article, the authors recount the 
history of the intravenous administration of procaine 
hydrochloride, and report their personal experience 
with the use of this therapeutic measure in a weak 
concentration (0.1% solution). It has been used 
for numerous purposes. The intravenous adminis- 
tration of procaine provided adequate analgesia for 
the transportation of battle casualties and produced 
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alleviation of pain during surgical dressings of burns. 
It has been effective in combating deleterious cardiac 
arrhythmias in the presence of an emergency, and 
as a prophylactic measure immediately before and 
during the operative procedures involving intra- 
thoracic structures likely to produce these untoward 
cardiac effects. It serves as a substitute in many 
instances for morphine in the control of postopera- 
tive pain and for patients suffering from spastic 
diseases and arthritis. It has been adopted by 
others for use in patients who present rapid irregular 
cardiac rates before and during general surgical 
procedures. In weak solutions procaine hydro- 
chloride has been employed during operations within 
the neck when such syndromes as bradycardia, 
hypotension, and progressive cyanosis appear. For 
the treatment of cardiovascular emergencies, the 
employment of analeptics has been discarded for 
the use of intravenous administration of glucose in 
distilled water or saline solution, whole blood, or 
blood fractions to assure adequate cardiac filling, 
together with the intravenous use of procaine in 0.1 
per cent concentration to reduce futile activity 
associated with excess irritability. Intravenous 
procaine is of therapeutic value in the management 
of patients suffering from pruritus associated with 
jaundice, contact dermatitis, and exfoliative derma- 
titis. The relief from itching has lasted from 4 to 
18 hours following an infusion. The optimum time 
to administer the drug is in the evening, thus 
permitting sound sleep. Preliminary skin tests are 
performed. 

Procaine has been used successfully for the treat- 
ment of urticaria associated with the administration 
of blood. The management of patients suffering 
from burns offers the anesthetist a real opportunity 
to contribute to the comfort of these people irre- 
spective of the severity of the burn. 

The sympathetic effect is in early and definite 
action of procaine. For these sympathetic effects it 
is used in the treatment of thrombophlebitis. 
Though not extensive the results with this agent in 
the treatment of skeletal muscular spasm have been 
encouraging. 

It must be remembered that the drug is con- 
vulsant. Its use in concentrated solutions or rapid 
injection of dilute solutions may cause untoward 
reactions that will not only jeopardize the patient’s 
life but will bring this method and agent to disrepute. 

Mary Karp, M.D. 


Pentothal-Curare Solution. Observations on Its 
Use in 500 Cases. Jor W. Barrp. Current Res. 
Anesth., 1948, 27: 336. 

Pentothal-curare solution in combination with 50 
per cent nitrous oxide and 50 per cent oxygen seems 
adaptable to almost all types of operations and for 
all age groups. One of the greatest advantages of this 
type of anesthesia is the complete elimination of the 
fire and explosive hazard. 

Because of the minimal alteration of the normal 
physiology by the various components of this anes- 
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thetic agent, it is recommended as the anesthetic of 
choice for old, debilitated, and poor risk patients. It 
is believed that this type of anesthesia is indicated in 
cases manifesting disturbances of the cardiac con- 
ductive mechanism. It has been found especially 
useful when there is danger of postoperative bleeding 
or injury from excessive straining or vomiting. For 
surgery lasting less than 30 minutes and requiring no 
muscular relaxation, pentothal-curare anesthesia was 
not as adaptable as for the longer and major type of 
surgery. 

When signs of respiratory depression are encount- 
ered, the respiratory movements must be augmented 
by manually compressing the breathing bag on the 
gas machine. It is recommended that this type of 
anesthesia be administered only by a trained anes- 
thesiologist who has adequate facilities for providing 
a patent airway and artificial respiration. 

Mary FRANCES Pog, M.D. 


Pentothal Need During Surgical Anesthesia.(Quan- 
titative and Pneumographic Studies Relating 
to the Physiology of Respiration. James C. 
McCann. Current Res. Anesth., 1948, 27: 262, 314. 


Two groups of studies, both quantitative and pneu- 
mographic, have been carried out on patients oper- 
ated on under pentothal anesthesia. The quantitative 
study showed a direct relationship between the vari- 
able need for the anesthetic and the intensity in re- 
flex response of patients to surgical trauma in dif- 
ferent dermatomes. Pertinent factors have been 
studied, such as the production of narcosis, the in- 
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duction of surgical anesthesia, weight and age of the 
patient, duration of operation, anatomic site of oper- 
ation, and obliteration of pain impulses by supple- 
mental procaine field block. 

In the onset of narcosis, pentothal needs are found 
to vary from 0.25 to 1.0 gm., with 76 per cent of pa- 
tients requiring between 0.25 and 0.5 gm. This in- 


‘duction of surgical anesthesia, however, requires 


from 0.25 to 1.0 gm. of pentothal. 

When administered at fixed rates of 130 drops of 1 
per cent solution per minute, pentothal had to be 
administered for a period of from 20 to 70 per cent 
of the operating time. There was a steadily declining 
calculated rate of drug need for each 10 minute in- 
crement in the operating time, from 42 mgm. per 
minute for a 30 minute operation, to 18 mgm. per 
minute for a 2 hour operation. 

In short operations, about 50 per cent of the total 
amount of the drug administered was used for induc- 
tion. In long operations, only 37 per cent of the 
total amount of drug administered was used for in- 
duction. No significant correlation could be made 
between age or weight, and utilization of the drug. 
Procaine field blocks were found to reduce the need 
of pentothal by 50 per cent. 

Pneumographic studies revealed needs concerning 
the response of respiratory mechanism to surgical 
trauma under anesthesia, and observations were re- 
corded relative to the establishment of regular respi- 
ration by pentothal, variations in amplitude and 
rate, types of apneas, and reflexogenic alterations in 
rate and amplitude. Mary Karp, M.D. 
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ROENTGENOLOGY 


Some Observations on the Roentgen Diagnosis of 
Nonopaque Foreign Bodies Aspirated into the 
Bronchi. S6LVE WELIN. Acta radiol., Stockh., 
1948, 29: 529. 

During the last 4 years, 13 cases of aspiration of 
organic foreign bodies have been found at the Caro- 
line Hospital in Stockholm, and although such for- 
eign bodies are commonly classified as nonopaque to 
roentgen rays, the effort was made to visualize the 
aspirated body roentgenographically through the use 
of heavily exposed posteroanterior and oblique views, 
the latter so angled‘as to throw the air column of the 
main bronchus of the affected side into relief against 
the gray shadow of the mediastinal structures, and 
thus obtain an “air bronchogram.” The technical 
factors recommended for adults were 80 to go kilo- 
volts, 0.05—-0.1 seconds, 300 milliamperes, while for 
children the exposure.time may vary from 0.03 to 0.8 
seconds. A stationary Lysholm grid has been needed 
except in the case of the youngest children. 

By this method it was possible, in 7 cases, to dem- 
onstrate a single foreign body directly. These 7 cases 
also showed roentgen evidence of valvular obstruc- 
tion, but not of atelectasis. At bronchoscopy the 
aspirated body proved to be a nut-kernel in 3 in- 
stances, a bit of fruit, vegetable, or gristle in 3 others, 
and resin crystals in the seventh case. 

In 2 other cases there was atelectasis of a whole 
lung secondary to obstruction of a main bronchus by 
a mass showing a rounded configuration of its “air- 
illumined” superior surface, at once giving the im- 
pression of a rounded foreign body. One of these 
cases showed, in addition, a small rounded mass out- 
lined against the main air column about 1 cm. prox- 
imal to the point of total obstruction. At bronchos- 
copy two peas were taken from the latter patient, 
and one pea was taken from the other. 

The remaining 4 cases showed only a sharp straight 
line interruption of the main bronchial air column 
with associated atelectasis of one lobe, or portion of a 
lobe. Although the straight line appearance was not 
so suggestive of foreign body, the history of sudden 
onset of obstructive symptoms supported that pos- 
sibility, and confirmation was obtained at bronchos- 
copy in each instance, with removal of a pea in 2 
cases and of an ear of wheat in 2 others. 

Except for one woman of 40, these patients were 
all young children, aged from 1 to 7 years. Two of 
the cases came to attention within 24 hours, but some 
had been undiagnosed for more than a month. In 
view of the risk of secondary infection in such cases, 
prompt diagnosis is of great value, and in the author’s 
experience the method outlined above has proved of 
distinct help in some instances in rapidly establish- 
ing a diagnosis. Lit1an Donatpson, M.D. 


Studies of Roentgenologic Images of the Gastro- 
intestinal Mucosa. Particular Appearances of 
the Mucosa of the Cecal Portion of the Ascend- 
ing Colon in the Syndrome of the Right Lower 
Abdomen (Studi sull’immagine radiologica della 
mucosa gastro-intestinale. Particolare aspetto della 
mucosa del ceco-ascendente nella sindrome addo- 
minale destra). ANNIBALE Casati. Radiol. med., 
Milano. 1948, 34: 593. 


A method for examining the mucosal markings in 
the gastrointestinal tract has been described in pre- 
vious communications. This has consisted essen- 
tially in the administration of 100 to 160 c.c. of an 
aqueous 20 per cent solution of colloidal barium sul- 
fate (Molteni) by mouth, after a cleansing enema 
and followed after 2 hours by a light meal. The pic- 
tures are taken about 15 Hours after the ingestion of 
the shadow-casting material. In this report the 
author gives his experiences with cases of painful 
syndromes in the right lower quadrant; many of the 
patients had been appendectomized with persistence 
of pain. 

The usual finding has been stippled circles of 
shadow in the partially (naturally) distended cecum. 
These circles have been of various sizes but usually 
small, or about the size of a large grain of barley. 
This circular mottled appearance is ascribed to a 
tumefaction or hypertrophy of the intestinal lym- 
phatic system, induced by an interference with the 
excretion of bacteria or their toxins into the bowel 
lumen at this point. The lymphatic system here 
exercises a cushioning effect between the inner and 
outer surfaces of the bowel wall and connects up 
with the lymphatic system in the retroperitoneal 
tissue, which may also be affected. 

The author believes that his method, which he 
designates the method of scarce filling, can be used 
to find the residual, or even silent, colonopathia in 
these cases and that a carefully taken anamnesis 
and his method of visual palpation, with the aid of 
the sigmoidoscope, will differentiate between the in- 
volvement of the bowel wall itself and that of the 
neighboring lymphatic structures. However, he 
leaves the delimitation and analysis of the clinical 
applications of this method to a future communica- 
tion. Joun W. BRENNAN, M.D. 


Tuberculosis of the Stomach and Duodenum. Her- 
MAN W. OstrRuM and WILLIAM SERBER. Am. J 
Roentg., 1948, 60: 315. 

Gastric and duodenal tuberculosis are uncommon 
lesions. When found, they are usually associated 
with tuberculosis elsewhere in the body, although 
not necessarily the pulmonary type. The incidence 
of gastric lesions, as reported by various groups, is 
from 1 case in 21,000 autopsies to 0.34 per cent 
reported by the Mayo Clinic. Duodenal disease is 
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much rarer; about 10 per cent of patients with 
gastric tuberculosis have an associated involvement 
of the duodenum. The possible routes of infection 
are: (1) direct infection through the mucosa, (2) 
through the blood stream, (3) by lymphatic channels, 
and (4) continuity from adjacent structures. The 
main postulated reasons for the rarity of gastric 
tuberculosis are: (1) gastric acidity, (2) the presence 
of an intact mucosa, (3) scarcity of lymphoid struc- 
tures, (4) the rapid emptying time, and (5) inherent 
resistance—none of which has been proved. 

Gastric ulcers are the commonest type of lesion, 
being present in about 80 per cent of cases. These 
ulcers may be single or multiple; usually they occur 
on the lesser curvature of the stomach, often re- 
sembling carcinoma in the roentgenograph and in 
the gross specimen, with ulceration and infiltration 
in the walls and with extensive involvement of 
lymph nodes in the surrounding areas. Frequently, 
ulcers are seen also in the duodenum, and when they 
occur in the second and third portions they strongly 
suggest tuberculosis. Perforations with sinus tracts 
and fistulas are common sequelae. In many cases 
they may not appear in the roentgenogram, but 
they may be observed later at the operating table or 
at autopsy. The preferred treatment is radical 
surgical removal, and when the disease is confined 
to the stomach the prognosis is good. 

Three cases are presented. In 2 of these a sub- 
total gastrectomy was performed. In both patients 
masses of adhesions, numerous large regional lymph 
nodes, and multiple fistulous tracts were found. 
These 2 patients died, as did the third patient who 
had been treated conservatively. Similar findings 
were present at autopsy on the third patient. The 
microscopic picture in 2 cases showed typical tuber- 
culous lesions in the stomach and in the regional 
lymph nodes. In the third case tuberculous lesions 
were present in the duodenum and in the regional 
lymph nodes. Roy GRrEENING, M.D. 


Tumors of the Upper Third of the Stomach. Man- 
UEL MELENCHINI and JAIME Roca. Am. J. Roentg., 
1948, 60: 323. 

The authors discuss the difficulties which are en- 
countered in the roentgenological diagnosis of tumors 
located in the upper third of the stomach and ab- 
dominal esophagus. The area is inaccessible to pal- 
pation under the screen, and with patients in the 
Trendelenburg position tumors in this location (un- 
less they are marginal or large) are often hidden by a 
quantity of barium. The tumors in this area are 
divided into topographical types, as follows: 

1. Massive tumors in which invasion of the upper 
third is total. These tumors ordinarily are clearly 
visible on examination. 

2. Tumors of the cardia and of the abdominal 
esophagus. The most notable feature of tumors in 
this location is obstruction to the passage of opaque 
substance, with dilatation of the esophagus. 

3. Tumors of the medial margin of the roof above 
the cardia. This is the most frequent site of tumors 
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in the upper third of the stomach. The lesions are 
often seen as shadows of soft tissue at this level and 
may cause deviation of the esophagus; they may be 
easily recognized with the aid of an opaque medium 
and with the patient in the horizontal or Trendelen- 
burg position. 

4. Tumors of the upper part of the curvature im- 
mediately below the cardia. These tumors interrupt 
the flow of barium as it enters the stomach, cause it 
to divide into small streams, or deviate the opaque 
column. 

5. Tumors of-the upper surface are usually evident 
against the lesser density of the air bubble and pul- 
monary background. 

6. Tumors of the anterior and posterior surfaces. 
Tumors of this type may be outlined against the gas- 
tric air bubble, or may be visualized in the Tren- 
delenburg or lateral decubitus position as marginal 
filling defects. 

7. Tumors of the lateral margin. These are seen as 
filling defects in the supine position. 

The authors point out many confusing shadows, 
both intrinsic and extrinsic, which may simulate 
tumors of the upper third of the stomach. 

RicHarp C. Rippe, M.D. 


The Mucosal Pattern of the Terminal Ileum in 
Children. Preliminary Report. JOSEPHINE 
WELts. Radiology, 1948, 51: 305. 


The mucosal pattern of the small intestine, as 
demonstrated by barium studies, is produced by the 
mucosal folds (valvulae conniventes). These folds 
are much higher and more numerous in the jejunum 
than in the ileum. 

In the terminal ileum of adults, the mucosal pat- 
tern appears in the form of slender regular lines run- 
ning either longitudinally or transversely. According 
to Golden, the lymphoid cell collections of the mu- 
cous membrane leave no recognizable effect on the 
barium shadow. 

The author, in the preliminary report, calls atten- 
tion to the fact that the mucosal pattern of the 
terminal ileum in children is different from that of 
adults. Anatomic studies reveal that the lymphoid 
cell collections in the mucosa and submucosa of the 
small intestine of children are quite abundant, and 
they form domelike elevations of the surface of the 
mucous membrane. The superimposition of these 
elevations on the regular lines of the mucosal folds 
leads to a cobblestone pattern which must be con- 
sidered as normal. The approximate age at which 
this pattern disappears is not yet established but it 
is known that after puberty the lymphoid tissue in 
the intestine, as well as in other parts of the body, 
is reduced in quantity. 

The author studied 14 symptom-free children. 
The barium sulfate was given in the morning on a 
fasting stomach. In g cases the barium was sus- 
pended in tap water; in the other 5 the suspension 
was made with normal saline, with distilled water, 
to rule out a possible response to an allergen. The 
fluoroscopic examination was started about 214 hours 
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afterward and continued at intervals until the ter- 
minal ileum was filled. A cobblestone appearance of 
the mucosal pattern of the terminal ileum was noted 
in every case. None of the children had any tender- 
ness or a palpable thickening of the terminal ileum. 

In one case, a child 11 months of age died of acute 
laryngotracheobronchitis. At autopsy, numerous 
lymphoid cell collections were found in the terminal 
ileum, projecting above the level of the surrounding 
mucosa. Roentgenograms of a specimen of the ter- 
minal ileum, after barium was smeared on its mu- 
cosal surface, exhibited a typical cobblestone appear- 
ance. It is pointed out that the child died only 12 
hours after the onset of the disease. Autopsy after a 
chronic illness with wasting may not lead to such 
good visualization of the pattern since the usual, 
normal amount of lymphoid tissue is considerably 
reduced. 

Golden described a similar cobblestone appear- 
ance of the terminal ileum in adults, but in his cases 
there was evidence of right lower quadrant pain, and 
the tender ileum was palpable. He attributed the 
condition to inflammation. 

Further investigations are necessary to establish 
the age at which the cobblestone pattern of the nor- 
mal ileum in children is no longer produced. 

T. Leucutia, M.D. 


Roentgen-Ray Diagnosis of Malignant and Poten- 
tially Malignant Lesions of the Colon and Rec- 
tum. JosEpH C. BELL and JAmes B. Douctas. 
Radiology, 1948, 51: 297. 


The authors state that in the past few years it has 


been noted that patients with cancer of the lower 
bowel are reporting earlier for examination than was 
the case 10 years ago. For this reason, the problem 
of diagnosis is correspondingly more difficult. 

According to Whitehead, 17 per cent of all deaths 
caused by cancer are traceable to cancer of the colon 
or rectum. That much can be done to prevent or 
postpone many of these deaths is shown by the statis- 
tics of Rankin and Johnston who, in a series of 453 
patients operated upon for cancer of the colon, ob- 
tained 52.6 per cent of 5 year cures. When the lymph 
nodes were not involved the percentage was 25 per 
cent higher than among those in whom the nodes had 
been invaded. 

Boehme and Hanson, in reviewing 1,457 cancers 
of the large bowel, found that the site of the lesion in 
75 per cent of the total number of patients was lo- 
cated in the sigmoid, rectosigmoid and rectum, ap- 
proximately 50 per cent being in the rectum. 

The authors emphasize that in making a roentgen 
examination of the colon, a preliminary physical 
examination, including digital rectal exploration, is 
important. The history taking must list, in order of 
their importance, (1) recent change or absence of 
change in bowel habits; (2) abdominal discomfort or 
pain indicating interference with passage of material 
through the bowel; (3) rectal bleeding, its character, 
duration, and amount; (4) indigestion; and (5) evi- 
dence of progressive anemia. Since 65 to 75 per cent 
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of all cancers of the colon and rectum can be visual- 
ized with the sigmoidoscope, and biopsy secured, 
this procedure also should precede roentgen examin- 
ation, whenever possible. 

In addition to the roentgen technique generally 
employed, the authors use a film variant which is 
made possible by a three-contact quick change-over 
switch control attached in parallel with the change- 
over switching apparatus in the spot-film tunnel. This 
permits exact exposure on the film of any fluoroscopic 
image of interest, serial exposures often proving of 
inestimable value, especially in differentiating a stric- 
ture secondary to a diverticulitis from a cancer. 
Even in cases in which a preliminary sigmoidoscopic 
examination reveals the presence of a cancer, polyp, 
or other abnormality, a roentgen study of the entire 
colon is indicated. 

A defect due to an organic lesion is constant; 
therefore, whenever there is any doubt about its 
nature, the roentgen examination should be repeated 
after a thorough cleansing of the bowel. 

The double-contrast examination is of great aid 
in the demonstration of polyps, and to a lesser de- 
gree in the diagnosis of early cancer or when a cancer 
is located in the right side of the colon. It is not a 
good procedure to follow a routine barium enema 
with a double contrast enema, and it is best to do 
them separately since they require entirely different 
techniques. These techniques are described in detail. 

The article is illustrated with some unusual 
roentgenograms obtained by both the barium enema 
and the double-contrast enema techniques. 

T. Leucutia, M.D. 


Congenital Valvular Formations in the Urethra. 
SIGVARD JoRuP and SVEN ROLAND KJELLBERG. Acta 
radiol., Stockh., 1948, 30: 197. 


The authors present 6 cases of congenital urethral 
valves which is a relatively uncommon condition. 
The patients were between the ages of 3 weeks and 
37 years. 

The method of demonstration of the condition is 
to inject the urethra with opaque contrast material 
which is soluble in water. Roentgenograms are taken 
during the injection of the material and on micturi- 
tion. The valves appear as thin, fin-shaped defects in 
the contrast study. The prestenotic posterior urethra 
is usually greatly dilated with an inferior, convex or 
slightly conical surface of limitation. The thickness 
of the valve cannot usually be determined. On ac- 
count of the obstruction in the passage only a thin 
ribbon of contrast medium is observed in the urethra 
below the valve formation. Early diagnosis of con- 
genital urethral valves is urged to avoid urinary 
tract enlargement. Frank L. Hussey, M.D. 


Visualization of Patent Ductus Arteriosus Botalli 
by Means of Thoracic Aortography. G. Joénsson, 
B. Bropén, H. E. Hansson, and J. KARNELL. Acta 
radiol., Stockh., 1948, 30: 81. 


After a very brief summary of the current litera- 
ture dealing with angiocardiography and angio- 
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graphy, the authors summarize the technical disad- 
vantages of the practice as follows: 

While angiography offers fine visualization of the 
right chambers of the heart and the pulmonary ar- 
tery, after the medium passes through the pulmonary 
section of the circulation the dilution increases to 
such an extent that visualization of the left chambers 
and of the aorta is incomplete. This particularly 
complicates the diagnosis of patent ductus arteriosus 
because when the opacity of the medium has reached 
its maximum in the aorta there is still so much 
opaque substance left in the pulmonary vessels that 
the outlines of the aorta become difficult to distin- 
guish, and for this reason a communication between 
the pulmonary artery and the aorta becomes impos- 
sible to localize. 

In a previous article in the same journal, the 
authors have described their technique for thoracic 
aortography by catheterization from the right radial 
artery. In the present article they illustrate and de- 
scribe 3 cases of patent ductus anomalies accurately 
visualized preoperatively by this technique. They 
express the opinion that thoracic aortography is more 
helpful than angiocardiography, and hope to develop 
the technique so as to render possible an accurate 
determination of the length and width of the ductus 
preoperatively. Jane C. MacMittan, M.D. 


Visualization of the Coronary Arteries. GuNNAR 
Jonsson. Acta radiol., Stockh., 1948, 29: 536. 


In order to study the great vessels of the upper 
thorax in patients with such conditions as patent 
ductus arteriosus, at the Sédersjukhuset Clinic and 
the Sabbatsberg’s Hospital in Stockholm, Sweden, 
the author used the method of thoracic aortography 
through catheterization of the radial artery, as 
described by Radner, and by Brodén, Hansson, and 
Karnell in 1948. An incidental finding in 5 of the 
patients was visualization of one or both coronary 
arteries. The films of 3 of these patients, aged 27, 
46, and 22 years respectively, are reproduced, 
chiefly in lateral view, and show the coronary arteries 
clearly over a large extent of their main channels. 
No untoward symptoms resulted from the injection, 
and the electrocardiogram in each case had the same 
appearance before and after the roentgen exami- 
nation. 

The author points out that in order to get opaque 
substance into the coronary arteries in adequate 
concentration for visualization, the injection should 
be done with the catheter inserted far down in the 
ascending aorta, preferably with the tip resting 
near the semilunar valves. The latter were well 
visualized in all 5 cases. 

Lit1An Donatpson, M.D. 


Cancer of the Larynx. Five-Year Results of Radio- 
therapy. Max Cutter. Radiology, 1948, 51: 509. 


The efficiency of radiation therapy was studied in 
107 consecutive cases of cancer of the larynx. 

In recent years there has been a trend in some in- 
stitutions to treat early laryngeal carcinoma by radi- 
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ation therapy, with a 5 year survival rate of from 59 
per cent (Blady and Chamberlain) to 85 per cent 
(Kramer). 

A plea is made for a more careful anatomical classi- 
fication of tumors. The use of intrinsic and extrinsic 
lesions leads to confusion. 

In all cases, a total dose of from 6,000 to 7,000 
roentgens is given in an 18 day period. Early lesions 
are given 100 roentgens twice daily, which are gradu- 
ally raised to 250 roentgens. More extensive lesions 
are given 85 roentgens twice daily, which are gradu- 
ally raised to 275 roentgens. In both instances, there 
is a gradual diminution of the portal size, with an 
intensity rate of 6 to 7 roentgens per minute at a 
tube target distance of from 75 to 110 cm. 

Of the group of 107 unselected cases, more than 
half were inoperable; and the 5 year “‘cure rate’’ was 
35 percent. In this group the 5 year cures of oper- 
able cases was 52 per cent and in early operable 
lesions 60 per cent, whereas in inoperable lesions it 
was 20 per cent. 

The author is of the opinion that radiotherapy is 
indicated when the cords are freely movable or 
partly fixed. Laryngectomy is indicated if there is 
fixation of the cords. With improvement in radia- 
tion technique as well as early diagnosis, the need for 
total larnygectomy should be diminished further. 

Maovrice D. Sacus, M.D. 


The Gastroscopic Picture in Postirradiation Gastri- 
tis. Eppy D. Patmer. Am. J. Roentg., 1948, 60: 
360. 


The author presents what is believed to be a new 
gastroscopic entity—postirradiation gastritis—as 
observed in 12 patients who were treated for malig- 
nant conditions while in the Armed Forces. The 
histopathological diagnosis in each case was as fol- 
lows: retroperitoneal reticulocell sarcoma in 1 case; 
seminoma in 4 cases; malignant teratoma in 3 cases; 
and embryonal carcinoma of the testis in 4 cases. 

Radiation therapy was given with iactors of 1,000 
kilovolts, 3.6 mm. lead, 3 milliamperes, 70 cm. dis- 
tance, through five portals constant in size and po- 
sition in all patients. The gastric area was included 
in two of these portals—a 10 by 10 cm. epigastric 
portal, and a 10 by 15 cm. lumbodorsal portal. The 
total skin dose to each field varied from 4,800 to 
5,600 roentgens given over a period of 49 to 76 days 
in 10 patients and from 2,400 to 3,800 roentgens ad- 
ministered over a period of 30 to §5 days in 2 patients. 

Only those areas of the stomach which had been 
directly in the path of roentgen irradiation showed 
changes demonstrable by endoscopy. These relatively 
constant and characteristic gastric changes consisted 
of marked edema with tubular deformity and fixa- 
tion of the antrum, similar fixed patulousness of the 
pylorus, and clean, deep chronic ulcers which healed 
without contracture. Pathologic and roentgenograph- 
ic studies in general corroborated the gastroscopic 
findings. 

The radiation dosages used in 11 of these patients 
were from two to three times that believed necessary 
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(by most therapists) to destroy lymph node metas- 
tasis from such radiosensitive tumors. In fact, the 
findings are those which might be anticipated fol- 
lowing such intensive irradiation of the gastric 
mucosa. The department of radiation therapy at 
this hospital has now succeeded in balancing the 
minimum effective dose against the maximum safe 
dose so effectively that the gastrointestinal section 
does not expect to see any more postirradiation gas- 
tritis. Joun H. Freep, M.D. 


Precision Dosage in Interstitial Irradiation of Can- 
cer of the Cervix Uteri. James A. CorscapEn, 
S. B. GusBEerG, and CHARLOTTE P. DONLAN. Am. 
J. Roentg., 1948, 60: 522. 


The authors have devised an arrangement of nee- 
dles to deliver adequate radiation to the cervix and 
the paracervical and lateral parametrium. Expressed 
in the terms of gamma roentgens, it is commonly 
accepted that 7,000 gamma roentgens or more ap- 
plied to a cancer cell will destroy it without severely 
injuring the normal tissues. With 15,000 gamma 
roentgens all tissues are destroyed and a slough is 
created. The problem thus in the treatment of car- 
cinoma of the cervix is to deliver to all accessible 
regions a dose adequate to destroy cancer without 
causing excessive injury to the normal tissue. By 
the use of the precision stereoscope the location of 
the radium units can be accurately determined, the 
distances between them measured, and the dose 
calculated. The authors learned that needles could 
be introduced with a considerable degree of ac- 
curacy into the positions previously planned. There- 
fore an arbitrary pattern was devised which delivers 
apparently adequate radiation to all points in the 
uterus and parametrium. In this pattern 3 mgm. 
tubes are placed end to end in the intrauterine 
tandem. About this tandem eight 3.2 cm. needles 
were placed in stockade fashion for a radius of 1.5 
cm. One and a half centimeters lateral to this and 
I cm. apart two 3.2 cm. needles were placed parallel 
to the axis of the uterus in the sagittal plane. One 
and a half centimeters lateral to these, or 4.5 cm. 
from the cervical canal, five 6 cm. needles were 
placed parallel to the pelvic wall 1 cm. apart. With 
this pattern 11,010.8 gamma roentgens will be 
delivered to the cervical mass. To the paracervical 
region 14,346.7 gamma roentgens will be delivered 
and to the lateral parametrium near the pelvic wall 
10,803.1 gamma roentgens will be delivered. It was 
found that the needles could be placed with con- 
siderable accuracy through a vagina which was not 
greatly deformed. The precision stereoscope is used 
to determine the distribution of the radium and the 
dose of radiation received by the tissues is calculated. 
Deficiencies in dosage may be determined and 
corrected. 

The principal objection to the method is that it 
is blind and that radium needles are likely to injure 
the intestines, bladder, and ureter. It requires pre- 
cise knowledge of the anatomy of the pelvis, some 
degree of surgical dexterity, and a knowledge of the 
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Fig. 1 (Corscaden e¢ al.). Diagram to show arrangement 
of needles to deliver apparently adequate radiation to the 
cervix, the paracervical region, and the lateral parame- 
trium. Cervical mass—11,010.8 r. Lateral pelvic wall at 
W—1o, 803.1 r. Paracervical area at P—14,346.7 r. 


principles of irradiation technique. Clinical results 
are not presented in detail. All of the patients 
treated by this method had extensive involvement 


of the parametrium and were classified as being in 
stage 3 (League of Nations). The immediate results 
in the use of this method are striking and unmistak- 
ably superior to those following the use of intracavity 


technique. Frank L. Hussey, M.D. 

Rubber Cassette with Intensifying Screens De- 
signed for Roentgen Examination of Operative- 
ly Exposed Organs. OLLE O1sson. Acta radiol., 
Stockh., 1948, 30: gt. 


Although the roentgenologic examination of the 
kidney at the time of operation is not a new proce- 
dure, the attention of the reader is directed to a re- 
finement of the procedure involving the adaptation 
of intensifying screens in a film package to be used 
at the time of nephrotomy. In this manner definite 
x-ray assistance can be obtained in the removal of 
renal calculi and fragments of calculi. 

The author has devised a cassette consisting 
simply of a flat rubber bag provided with an air 
withdrawal spout. The screens used are of the type 
designed for industrial use; they are supplied in 
standard sizes and are characterized by the fact that 
the fluorescent coating has been applied to a flexible 
material. The cassette can be sterilized along with 
the other rubber articles used at operation. An as- 
sistant with sterile gloves loads the cassette in the 
dark room of the operating department and the mouth 
of the cassette is closed with a single pair of resection 
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Fig. 1 (Olsson). Cassette closed and air withdrawn. 
Illustration shows flexibility of the cassette. 


tongs which serve as handles for introducing the 
cassette into the operative field and holding it dur- 
ing exposure (Fig. 1). 

Directors of the Surgery Clinic in Lund, Sweden, 
believe that the x-ray study of the cases with calculi 
should include: 

1. Plain roentgenograms of the urinary tract with 


excretion urography. 

2. In almost all cases, a roentgenogram made just 
before the operation to check the position of the cal- 
culi prior to operation. 

3. A roentgenogram of the exposed kidney in 
every case, at least before the termination of the 
operation. 

4. Complete roentgenological examination, in- 
cluding excretion urography, before the patient is 
discharged from the hospital. 

JANE C. MAcMILtan, M.D. 


MISCELLANEOUS 


On the Transmission Through Skin of Visible and 
Ultraviolet Radiation. K. G. Hansen. Acta 
radiol., Stockh., 1948, Supp. 71. 

The purpose of this study was to determine by 
measuring the absorption of radiation by mouse and 
human skin, in vivo and in vitro, whether any spe- 
cific biological effect can be attributed to any wave 
length between 500 # and 300 H. 


In chapter I a short account is given of the normal 
histology of mouse and human skin and the dif- 
ference in structure between these two types of skin. 
Chapter ITI is devoted to a review of the earlier im- 
portant experimental work done by other authors in 
this field with a discussion of their methods and re- 
sults. In chapter III the more commonly used 
sources of ultraviolet radiation, such as carbon arc 
lamps and mercury arc lamps, are tested. The 
Philip’s super high-pressure mercury arc lamp was 
finally chosen as the best source of ultraviolet radia- 
tion for this absorption study because of its relatively 
constant supply of ultraviolet rays (when cooled 
with distilled water) which gave a quasicontinuous 
spectrum. 

The author gives an account of the method of 
measurement employed in determining the degree of 
transmission of glass and liquid filters for different 
wave lengths. In the next chapter the photographic 
method of determining the degree of transmission 
with either filtered or spectrally resolved radiation 
together with the possible sources of error are dis- 
cussed and the apparatus used in this study is 
described and illustrated. 

Chapter V gives a short account of the method 
used in preparing frozen sections and microscopic 
mounts from skin. Although it is shown by experi- 
ments on mouse skin that the degree of transmission 
is changed markedly during storage, nevertheless the 
main course of the transmission curve may for all 
practical purposes be regarded as independent of 
the method of storage. Within the wave length 
region between 500 @ and 300 »# the course of the 
transmission curve is the same for live mouse skin 
and for skin excised shortly after death. All trans- 
mission curves show a minimum at 415 / which is 
attributed primarily to the presence of hemoglobin 
and perhaps also to cytochrome and myoglobin 
which are all present in the preparations used and 
have a characteristic absorption-band at 415 uw. A 
series of transmission curves is reproduced for a large 
number of layers of mouse and human skin. 

The results of the investigation show that the 
transmission of radiation through skin, both (dep- 
ilated) mouse skin and human skin and through the 
different layers (frozen sections) of both types of 
skin, decreases uniformly with the wave length from 
500 to 300 M. Apart from the minimum at 415 #, 
the various layers of skin do not disclose any char- 
acteristic features as regards the absorption of ra- 
diation, and there is nothing in the results of the 
measurements of transmission through skin, as per- 
formed for the purpose of the present investigation, 
which indicates that there is any wave-length region 
between 500 # and 300 mw to which a specific 
biological effect on skin tissue can be ascribed. 

Joun H. Freep, M.D. 
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CLINICAL ENTITIES—GENERAL PHYSIO- 
LOGICAL CONDITIONS 


Adult Gaucher’s Disease, with Special Reference 
to the Variations in Its Clinical Course and the 
Value of Sternal Puncture as an Aid to Its 
Diagnosis. J. GRorEN and A. H. GARRER. Blood, 
1948, 3: 1221. 


Gaucher’s disease is a rare, often familial, disease 
distinguished by the presence of characteristic cells 
in the organs of the reticuloendothelial system. The 
protoplasm of these cells has a typical cytologic ap- 
pearance due to the presence of a special lipoid, the 
so-called Gaucher substance, or kerasin. 

Helpful clinical signs are: splenomegaly; enlarged 
lymph glands; peculiar yellow pigmentation which, 
in some cases, develops on the face and in the con- 
junctivae in the form of wedge-shaped pingueculae; 
characteristic pigmentation on the lower legs; a 
peculiar malar flush; and the occurrence of myopia. 

The hematologic picture, which is not necessarily 
diagnostic, consists of a hypochromic anemia with 
leucopenia and thrombopenia, normal or low choles- 
terol of the blood, and a hemorrhagic diathesis. 

The roentgen examination may be useful in cases 
in which there are enough accumulated Gaucher cells 
in bones to produce macroscopic areas of bone 
destruction. The head and neck as well as the lower 
end of the femur may be involved. 

Despite the presence of these signs the diagnosis 


may be difficult, and sternal puncture is of impor- 
tance in the detection of the disease, particularly in 


the detection of subclinical manifestations. Nine 
cases are reported in which the diagnosis, suspected 
on clinical grounds, was definitely established by the 
detection of the Gaucher cells in the smear of the 
sternal marrow. 

The authors found a marked variability in the 
clinical picture. Usually the disease is progressive al- 
though there may be spontaneous remissions. The 
rate of progress varies and the patient is usually 
unaware of its early presence. The earlier the onset, 
the more rapid the course. 

Although the spleen and the liver are the most 
prominently involved, only rarely is the bone mar- 
row spared in Gaucher’s disease. Involvement of 
these organs, however, does not mean there will be 
evident roentgen changes. Rare sites of involvement 
are the lungs, the kidneys, and the brain. Complica- 
tions are frequent and vary with the site of involve- 
ment. Splenectomy does not seem to alter the course 
of the disease and need only be done if the spleen 
itself gives rise to symptoms. Treatment with a 
purely vegetarian diet appeared to be just as unsatis- 
factory as splenectomy. 

The authors believe that sternal puncture is the 
only method that will enable the clinician to establish 
a positive diagnosis of Gaucher’s disease. The only 


difficulty that may arise is that of differentiating the 
cells from the large cells that occur in Niemann- 
Pick’s disease; however, the protoplasm in the Gau- 
cher cells is characterized by a fibrillar meshwork, 
whereas the Niemann-Pick cells have a foamy 
appearance. LERoy J. KLernsasser, M.D. 


South American Blastomycosis Associated with 
Hodgkin’s Disease: Anatomoclinical Consider- 
ations on a Case (Blastomicose sul-americana asso- 
ciada 4 moléstia de Hodgkin: consideragées andtomo- 
clinicas sbbre um caso). Cartos Da Sitva Lacaz, 
J. Lopes De Faria, and Roperto A. DE ALMEIDA 
Moura. Hospital, Rio, 1948, 34: 313. 

A man of 34, in poor general condition, had noted 
about 2 years before admission that he was develop- 
ing some swellings in the neck which gradually 
became larger. Other swellings appeared in the 
axillary and inguinal regions and increased slowly 


‘in number and volume. From 1 to 2 months ago he 


began to have difficulty in speaking and swallowing 
because of some ulcerated lesions on the lower lip 
and on the gums. Painful mastication compelled 
him to take only liquid food. Examination disclosed 
ulcerations on the mucosa of the lower lip, gums, 
hard and soft palate, and epiglottis. A diagnosis of 
Hodgkin’s disease and of South American blastomy- 
cosis was made. He was treated with aminogenol, 
transfusions and glucophysiologic serum, and sulfa- 
diazine. He died to months later and autopsy 
confirmed the diagnosis. The blastomycotic lesions 
involved the tonsils (productive lesion), the larynx 
(exudative-productive lesion with formation of 
pseudomembrane), and the liver, while the lesions of 
Hodgkin’s disease were found in the right lung, the 
cervical, axillary, inguinal, lumbar, and hepatohilar, 
lymph nodes and the spleen. 

It is difficult to determine exactly the port of 
entry of the Paracoccidioides brasiliensis in this 
case, but the authors believe that the initial lesions 
occurred in the tonsils. The exudative reaction is 
explained by the action of the parasite on a debili- 
tated organism with low resistance; it resulted in the 
deposition of fibrin and the formation of a pseudo- 
membrane. This type of pseudomembranous lesion 
has apparently not yet been reported in the blastomy- 
coses in general, nor in South American blasto- 
mycosis in particular. This case emphasizes the 
necessity of histologic examination of the tonsils in 
South American blastomycosis even when they are 
macroscopically normal and atrophied. It is inter- 
esting to note that the lungs and the skin were free 
of infection. 

No paracoccidioidic granuloma was found in the 
lymph nodes, only lesions of Hodgkin’s disease. 
This is also strange since the nodes should not have 
escaped invasion by the fungus which was probably 
disseminated by the hematogenous route to reach 
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the liver. Is it possible that lymph node parenchyma 
invaded by the granulomatous tissue of Hodgkin’s 
disease does not constitute an adequate milieu for 
the development of the paracoccidioides? The 
association of blastomycosis with other processes, 
whether infectious or not, deserves the attention of 
clinicians and pathologists, since in such cases both 
processes have a mutual unfavorable repercussion 
on the evolution of the lesions. 
RICHARD KEMEL, M.D. 


Streptomycin Treatment of Pulmonary Tuber- 
cuiosis. Medical Research Council. Investiga- 
tion. Brit. M. J., 1948, 2: 769. 

The present report on the effects of streptomycin 
therapy in one type of pulmonary tuberculosis was 
prepared by the British Medical Research Council. 
Acute progressive bilateral pulmonary tuberculosis 
of recent origin, bacteriologically proved, and un- 
suitable for collapse therapy was treated by strepto- 
mycin and bed rest, and a parallel control group was 
treated solely by bed rest. Of 107 patients assessed, 
55 received streptomycin. 

Because of the limited supply of streptomycin in 
Great Britain, the Council decided that the findings 
in a control group treated by bed rest would add to 
the value of their report. The ratio of male to female 
patients was about equal, and the ages of the patients 
varied from 15 to 25 years. Patients were assigned 
to a streptomycin (S) group or a control (C) group 
at random only after they were accepted as suitable 
for the investigation. Two grams of streptomycin in 
four divided doses were given daily for a period of 4 
months to the patients in the S group. Although 
vestibular disturbances were common, toxic reac- 
tions did not necessitate cessation of streptomycin 
therapy. 

On admission to the trial, 54 per cent of patients 
in the S group and 46 per cent of those in the C 
group were in poor general condition; 65 per cent of 
patients in the S group and 56 per cent of patients in 
the C group had sedimentation rates of over 50 mm., 
and a similar ratio of S to C patients had evening 
temperatures of over 101 degrees. The results of the 
treatment in both groups were assessed at 6 months 
and 12 months and show a striking difference in 
favor of those treated by streptomycin. 

At the end of 6 months, 7 per cent of patients in 
the S group and 27 per cent of those in the C group 
had expired. Considerable improvement was ob- 
served roentgenographically in 51 per cent of S pa- 
tients and in 8 per cent of C patients. Slight im- 
provement was noted in 18 per cent of S cases and 
in 25 per cent of C cases, and deterioration was seen 
in 18 per cent of S cases as compared with 34 per 
cent control cases. More S patients than C patients 
improved clinically but the difference between the 
two series was smaller than in respect to roentgeno- 
logical changes. The results in clinical improvement 
after one year favored patients who had been treated 
by streptomycin; however, no clinical cures were 
obtained. 
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In the patients treated with streptomycin the 
greatest improvement occurred in the first 2 months 
and the treatment was of major advantage to the 
acutely ill patients. Strains of tubercle bacilli resis- 
tant to high concentrations of streptomycin were 
isolated by the end of the second month of treatment 
in those patients whose sputum remained positive; 
the possible dangers of dissemination of strains of 
bacilli resistant to the drug are mentioned. Only 15 
per cent of the patients showed negative bacterio- 
logical findings at the end of 6 months. 

According to the Council, the type of results ob- 
tained indicates that streptomycin is of greatest 
value in cases of pulmonary tuberculosis in which 
the lesions are acute and of recent development. The 
use of the drug is warranted in acute contralateral 
spread after artificial pneumothorax or after thor- 
acoplasty, and probably has a place in the prepar- 
ation, for collapse therapy, of patients with rapidly 
advancing lesions. It seems probable that strepto- 
mycin resistance is responsible for much of the 
deterioration seen in S cases after first improvement. 

Joun L. Bett, M.D. 


Hydatid Disease of the Liver and Lung and Its 
Surgical Treatment. GEORGE MARANGOs. Cy- 
prus M.J., 1948, 1: Reprint. 

With the return of troops stationed in the Medi- 
terranean area of Cypress and Greece, where hyda- 
tid disease is frequent, the possibility of this infec- 
tion should not be overlooked in unexplained liver 
enlargement or hemoptysis. 

Hydatid disease is the disease of countries where 
sheep rearing is a prominent industry. Dogs infested 
by feeding on the offal of infected sheep are the chief 
source of human infection. Hydatid cyst is most 
commonly localized in the liver, and then next most 
commonly in the lung, although it may occur in any 
part of the human body. 

Hydatid cyst is a disease which develops slowly, 
the infection taking place commonly in childhood 
or adolescence, but symptoms seldom appearing be- 
fore the infected individual is between 25 and 30 
years of age. The condition, size of the cysts, and 
existence of daughter cysts are in no way indicative 
of age. There appears to be no special symptoms 
characteristic of the disease, those produced being 
due to the presence of a tumor causing pressure 
upon, or destruction of, adjacent structures. In a 
hydatid of the lung the patient commonly complains 
for years of a dull pain in the thorax with a dry 
cough. Sometimes he may expectorate pieces of 
membrane or have hemoptysis. In hydatid of the 
liver patients complain for a long time of a dull or 
stabbing pain in the epigastrium. Sooner or later, in 
most cases, a cystic tumor becomes palpable; this 
tumor is characteristically tense, elastic, and pain- 
less. Advanced uncomplicated cases show cachexia. 

In cases in which doubt exists as to the correct 
diagnosis the following investigations are helpful: 

1. Intradermal reaction of Cassoni. One-half 
cubic centimeter of aseptic hydatid fluid is injected 
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intradermally. A positive reaction is manifested in 
from 6 to 12 hours by painful infiltration at the site 
of injection. The reaction was positive in go per cent 
of the cases. 

2. The blood count shows anemia and eosinophilia 
from 5 to 15 per cent. 

3. X-rays give most valuable help not only in 
demonstrating the cysts but also in giving informa- 
tion as to their size, location, and number. 

The most important complications are suppura- 
tion and rupture. Suppuration takes place through 
invasion by micro-organisms. This blood-borne sup- 
puration is often seen in cases with intercurrent dis- 
eases. The organisms are usually staphylococci, 
streptococci, and colon bacilli. Rarely, anaerobic 
bacteria are the causative agents. Rupture may be 
spontaneous or the result of puncture or trauma. It 
is a most serious complication with a clinical picture 
and course varying with the organs into which the 
rupture has taken place. A hydatid of the liver may 
rupture into the bile duct, abdominal cavity, or 
pleura. A lung hydatid may perforate into the 
pleural cavity, pericardium, or bronchus. Perfora- 
tion into the vena cava and pulmonary artery have 
been reported. The great mortality is due to sepsis, 
anaphylactic shock, hemorrhage, or asphyxia. 

Treatment is surgical and consists of the removal 
of the parasitic cyst and drainage of the adventitious 
capsule, i.e., marsupialization. The procedure can be 
done under local anesthesia. Care must be taken to 
prevent the cyst fluid from escaping into the pleural 
or peritoneal cavity. The cyst is punctured and 
drained and then 10 c.c. of 2 per cent formalin are 
injected into the cavity to destroy the hydatid ele- 
ments. The cyst is then separated from the adventi- 
tious capsule and removed. The adventitious cavity 
must be thoroughly cleaned and dried. When the 
cyst is in the liver the adventitious cavity is then 
sutured with interrupted catgut sutures to the peri- 
toneum and muscles of the abdominal wall. A small 
drainage tube is inserted. In the lung the adventi- 
tious cavity is thoroughly dried and cleaned and then 
closed with interrupted catgut sutures, the sutures 
being fixed to the thoracic wall. This fixation serves 
2 purposes: (1) it secures the suture line against any 
opening, and (2) it causes the formation of adhesions 
so that subsequent drainage, if necessary, can be 
done without danger to the pleural cavity. 

Postoperative complications include anaphylactic 
shock, dispersion of the hydatid elements, hemor- 
thage, and secondary infection. All are rare except 
the latter, and that is readily controlled with peni- 
cillin, Ety Exxiotr Lazarus, M.D. 


Reiter’s Disease. A Study of 344 Cases Observed in 
Finland. Itmari PARONEN. Acta med. scand., 1948, 
131: Supp. 212. 


The author presents an excellent historical review 
of Reiter’s disease with its various aspects, and states 
that articular complications following dysentery 
were even known to Caselius Aurelianus at the be- 
ginning of the fifth century. In connection with this 
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disease he discusses the history of arthritis, urogeni- 
tal involvement, lesions of the nervous system, car- 
diac involvement, the respiratory system, digestive 
system, and other lesions. He further considers 
fever, blood studies, pathoanatomical changes, treat- 
ment, diagnosis and differential diagnosis, prognosis, 
duration and recurrence, and the etiology and patho- 
genesis of the disease. 

On the basis of his review of the literature, the 
author seeks an answer to the following questions: 

1. What is the clinical picture and prognosis of 
Reiter’s disease? 

2. Does the available material throw additional 
light on its etiology and pathogenesis? 

The author presents a series of 344 cases, the great 
majority of which are from the Defense Forces of 
Finland, and were observed in 1943 and 1944. 

In about 70 per cent of the cases the complete 
triad (articular, ocular, and urethral manifestations) 
was present; about 25 per cent showed two of the 
essential symptoms, and 5 per cent showed only one 
of them. 

Articular manifestations were observed in 325 
cases (97.3%), of which 316 (97.2%) were poly- 
arthritic and only 9 cases (2.8%) were monarthritic. 
The joints of the lower extremities were affected 
more frequently than those of the upper extremities 
or the vertebral column—the knee more frequently 
than the ankle joint. Besides the joints, the muscles 
and tendons were sometimes involved. 

Eye affections, with conjunctivitis at the onset, 
occurred in 89 per cent of the cases; iritis (in 22 cases) 
and keratitis (in 27 cases) appeared later. The con- 
junctivitis was characterized by a deep, cranberry- 
red color and a velvety surface. 

The urogenital organs were involved in 79.3 per 
cent of the cases, urethritis being the most common 
manifestation. Cystitis was present in 22 cases (10 
of these unaccompanied by urethritis). Nephro- 
pathy was present in 9 patients, in 6 of whom it ap- 
peared in the form of a mild symptomatic nephro- 
sis; pyelonephritis developed in 2 patients and 
nephritis in 1 patient. Penile lesions were present in 
87 cases (10 of these unaccompanied by urethritis). 
The testes and epididymis were affected in 11 pa- 
tients. In 6 of these there was only testicular pain 
and tenderness without noticeable swelling, but in 3 
there developed a unilateral orchitis and epididymitis 
leading to swelling induration, in 1 patient a bilateral 
epididymitis, and in 1 a unilateral orchitis. 

Dry circumscribed pleurisy was definitely diag- 
nosed in 26 cases (7.8 per cent), and this diagnosis 
seemed very probable in 48 other cases. 

Carditis was observed in 23 cases. In 4 of these 
there were symptoms and signs of myocarditis and 
pericarditis; in 16 cases there was evidence of only 
myocarditis and in 3 cases, only pericarditis. 

Less common findings were stomatitis and rupia. 
In one man a bilateral mastitis developed and lasted 
for a period of 4 months. 

Fever was present in 81.3 per cent of the patients; 
The duration of the fever varied from a period of one 
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day (in 12.4 per cent) to 6 months. However, in 77 
per cent of patients it subsided within from 1 week to 
3 weeks. 

The sedimentation rate was normal in 8 per cent 
of the cases; in the others it was increased. A slight 
secondary anemia was observed in 42 per cent of the 
patients. The leucocyte count varied from 10,000 
to 18,000 in 15.8 per cent of the cases; in the remain- 
ing patients the leucocyte count was lower. A 
“shift to the left” was found in 21 per cent of the 
cases, the amount of rod neutrophils being from 6 to 
20.5 per cent. Eosinophilia was observed in 33 per 
cent of cases, and monocytosis in 13.5 per cent; in 5.9 
per cent of cases the lymphocyte count ranged from 
40 to 56 per cent. 

About four-fifths of patients with arthritis became 
asymptomatic during the treatment, which lasted 
from 2 weeks to 16 months (two-thirds of patients 
recovered within from 1 to 5 months), and in one- 
fifth, slight joint symptoms remained after treat- 
ment from 2 months to 3 years. The duration of the 
conjunctivitis varied from 2 days to 7 months (not 
quite four-fifths recovered within from 1 to 4 weeks), 
the iritis and keratitis lasted from 3 weeks to 5 months, 
the urethritis from 1 day to 9 months (87 per cent re- 
covered in 1 to 4 weeks), the cystitis from 1 week to 
9 months, the orchitis from 1 week to 2 months, the 
epididymitis from 3 to 9 months, and the penile 
lesions, from 1 week to 7 months. The patients with 
carditis recovered in from 3 to 9 months. 

Ocular lesions recurred in 50 cases, urethritis re- 
curred in 6 cases, and arthritis, in 10 cases. The 
asymptomatic intervals varied from 5 days to 20 
months. 

On the basis of the present series, it can be stated 
that the prognosis in Reiter’s disease is good, as is 
the anatomical and functional recovery of the various 
organs. 

None of the treatments used, viz., medication 
(salicylates, pyramidon, aspirin, salvarsan, sulfona- 
mides), fever therapy (pyrisan), and roentgen therapy 
seemed to bring about a rapid general recovery. On 
the contrary, the disease seemed to have a self-limited 
course. 

There was a previous Flexner’s dysentery in 96.4 
per cent of the cases, two-thirds of the patients con- 
tracting Reiter’s syndrome within 11 to 30 days from 
the onset of the dysentery. 

Blood Wassermann and Kahn reactions, and the 
gonorrhea reaction were negative. Serum aggluti- 
nation tests for typhoid, paratyphoid, typhus, and 
Bacillus abortus (Bang’s) gave a negative result. On 
the other hand, 61 out of 132 examined sera agglu- 
tinated a Flexner A+D-+WX< suspension in titers 
of 1:80—1:640. 

Bacterial cultures and dark field examinations of 
stools, urine, blood, and inflammatory discharge were 
also negative. In only 5 cases did the stool cultures 
grow the Flexner bacillus. 

On the basis of this material, Reiter’s disease seems 
to occur only after dysenteric infection. 

GEoRGE W. RicHarpson, M.D. 








A Case of Desmoid Tumor in an Unusual Location 
(Un caso di tumore desmoide e sede insolita). 
Francesco Cozza. Ann. ital. chir., 1948, 25: 510. 

A desmoid tumor was successfully removed from 
the lateral chest wall of a 13 year old boy. When the 
patient was 2 years old the mother first noticed a 
small lump, which gradually grew to the size of an 
orange, but gave no other symptoms. At the time of 
extirpation it was found to depress the normal con- 
vexity of the lateral aspects of the left fifth and sixth 
ribs. There was no adherence between the skin and 
the tumor, but the latter was connected with, as if 
growing from, the intercostal muscular aponeurosis. 
A small portion of the growth was endothoracic and 
adjacent to the parietal pleura, but the major portion 
was outside of the chest, pressing against the ribs. 
The mass was encapsulated, pearl colored, and ho- 
mogeneous. It had the consistency of hard tendon 
and cut with a grating resistance. Microscopically, 
there were found a few elongated connective tissue 
cells surrounded by densely packed bundles of con- 
nective tissue fibrils. There were no evidences of 
malignancy. The patient made a satisfactory re- 
covery. 

The author reviews the literature and discusses 
the diagnosis and classification of desmoid tumors. 
He disagrees with numerous French writers who 
define a desmoid as a hard, dense fibroma of the ab- 
dominal wall, and believes that the classification 
should be based on the intrinsic pathologic aspects 
of the tumor, not on its location. It is the author’s 
opinion that, in view of the early age of onset, the 
desmoid in the case presented was congenital. 

N. CuHrisTIAN MEYER, M.D. 


Chondromyxoid Fibroma of Bone: A Distinctive 
Benign Tumor Likely to Be Mistaken Espe- 
cially for Chondrosarcoma. Henry L. Jarre 
and Louis LicHTENSTEIN. Arch. Path., Chic., 1948, 
45: 541. 

A rather distinctive benign bone tumor, the ana- 
tomic peculiarities of which seem best expressed in 
the name “chondromyxoid fibroma,’ was encoun- 
tered in 8 cases. This lesion seems not to have been 
generally recognized in the past as a distinctive 
neoplasm, although it seems probable that it has 
been reported as enchondroma and myxoma, or their 
cancerous counterparts. 

Clinically, most of the patients were adolescents 
or young adults, although some were older. In this 
small series of cases only one or another bone of a 
lower extremity was involved. The chief complaint 
consisted of mild, intermittent pain of some months’ 
or even of few years’ standing. 

Lesions within the femur or tibia were found con- 
sistently in the metaphyseal area adjacent to the 
knee joint but not extending across the width of the 
metaphysis. They did, however, erode and even 
completely destroy the local cortex, which caused 
the contour to bulge. This expansion was outlined 
in part or throughout by a thin shell of newly de- 
posited bone, or the tumor was obviously contained 
















































by the periosteum and the overlying parosteal con- 
nective tissue. Along its inner surface the tumor was 
bordered by a smaller or larger zone of sclerosed and 
often distinctly grooved osseous tissue. 

These various gross features found their reflection 
in the roentgenographic shadow to which they im- 
parted a certain distinctiveness, at least when the 
lesion was in a long bone and had attained appreciable 
size. However, even here and certainly when in other 
sites, the exclusion of bone cysts, enchondromas, or 
of foci of fibrous dysplasia may be difficult on the 
basis of roentgenographic appearance alone. 

The authors interpret the lesion to be a peculiarly 
differentiated connective tissue tumor which ex- 
hibits, in the course of its evolution, certain chon- 
droid and also myxoid traits microscopically. It is 
composed, basically, of cells lying loosely in a myxoid 
intercellular matrix which, as the tumor matures, 
may undergo substantial collagenization. The tissue 
of any particular specimen may also come to simu- 
late cartilage tumor tissue in some or many fields, 
and in its gross appearance it, likewise, bears a cer- 
tain resemblance to cartilage. The presence in the 
tumor tissue of smaller or larger numbers of cells 
exhibiting nuclear atypism may give an ominous 
appearance to the cytologic picture of the lesion, 
which explains why it may come to be misinterpreted 
as a malignant tumor, particularly as a chondro- 
sarcoma. 

As indicated, the tumor is apparently entirely 
benign and does not tend to recur after curettage, 
even without supplementary irradiation. Thorough 
curettage of a large lesion may, of course, make filling 
of the bone defect with bone chips or a bone graft 
desirable. Davip H. Lynn, M.D. 


The Definition of Inoperability of Cancer. GrorcE 
T. Pack. Ann. Surg., 1948, 127: 1105. 


The greatest margin of error in reporting the end 
results{of}treatment for cancer may be found in the 
classification by the reporter of a regional or histo- 
logic type of cancer as operable or inoperable. Three 
factors interplay in the pronouncement of a given 
cancer as nonresectable by the surgeon; namely, 
(1) the condition of the patient as regards his age, the 
coexistence of degenerative diseases and the compli- 
cations attendant on the presence of the cancer; 
(2) the extent of the disease; and (3) the philosophy, 
moral point of view, and the courage and experience 
of the surgeon. 

The definition of inoperability has an important 
influence on end results. A distinction should be 
made between absolute inoperability due to distant 
dissemination of the cancer and obvious incurability, 
and relative inoperability due to local technical diffi- 
culties. No surgeon should perform an exploratory 
operation unless he is qualified to proceed with the 
actual removal of the tumor, if encountered. Old age 
should not be a contraindication in itself for surgical 
exploration. Palliative surgery is recommended 
when it promises relief even though cure is not 
technically possible. 
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Case reports are incorporated to illustrate the 
arguments presented, including also the fact that 
some patients may be entitled to a second explora- 
tion. This may be in spite of the abandonment of a 
first operation and pronouncement of incurability by 
a former surgeon because of technical difficulties. 

W. Foster Montcomery, M.D. 
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Identification of Pregnandiol in the Urine of 2 Sub- 
jects Having Gynecomastia; Its Value as a Test 
of Hyperfolliculinism in Man (Identification du 
prégnandiol dans les urines de deux sujets atteints de 
gynécomastie; sa valeur comme test d’hyperfollicu- 
linisme chez ’homme). JAcquEs DEcourtT, Max F. 
JAYLE, and J. M. Doumic. Ann. endocr., Par., 1948, 
9: 305. 

From the clinical point of view, the 2 subjects ob- 
served by the authors had developed gynecomastia 
after puberty. In the first, who was 109, the swelling 
was moderate and seemed to be regressing; he had no 
other signs of feminism except sc ..e increase in the 
width of the pelvis. In the second, who was 46, the 
swelling was more marked and associated with mod- 
erate adiposity of feminine character which had ap- 
peared after the age of 25; he showed a more marked 
degree of feminism. In both, the genital organs were 
normal, the volume of the testes be‘ng even above 
the average. In the first subject the sella turcica was 
large without other signs of tumor or hyperfunction 
of the hypophysis. 

From the chemical point of view, the 17-ketos- 
teroid rate was abnormally low in the first subject, 
but without clinical signs of male hormone insvffi- 
ciency; it was normal in the second. The excess of 
phenolsteroids, definite in the latter, was found in 
only one of three determinations in the former. 
However, in both, the dominant biologic anomaly 
was represented by the appearance of large amounts 
of pregnandiol-glycuronate, which was chemically 
identified in the second subject. 

Comparison of the elimination of steroids in the 2 
subjects with the average obtained in normal persons 
showed that (1) the hormonal elimination of gyneco- 
mastic individuals is characterized by a change in the 
estrogen-androgen relationship which rises by in- 
crease of the numerator or decrease of the denomina- 
tor; (2) the ratio of total steroid-glycuronates to preg- 
nandiol-glycuronate tends toward one, because of 
the appearance of pregnandiol-glycuronate of so- 
dium; in normal subjects it is about four, and the frac- 
tion, insoluble in acetone, may be considered as be- 
ing formed by steroids thrown down in the precipi- 
tate and not by pregnandiol-glycuronate. 

The identification of pregnandiol-glycuronate of 
sodium in the urine of man has not yet been men- 
tioned in the endocrinologic literature. The fact 
that this substance was repeatedly found in subjects 
with hyperfolliculinism lends to it the value of a real 
biochemical symptom in this endocrine condition. 
As an explanation the authors advance the hypothe- 
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sis of an anomaly of the intermediary metabolism of 
a steroid hormone deriving from allopregnane. In 
the normal subject, the latter would be converted in- 
to acetone soluble steroid glycuronate, leaving in the 
urine only some practically unrecognizable traces of 
pregnandiol-glycuronate. The intervention of folli- 
culine would modify this metabolism and cause the 
appearance in the urine of sufficient pregnandiol- 
glycuronate to make it possible to isolate, identify, 
and determine the amount of the substance. Inverse- 
ly, the fraction soluble in acetone decreases and the 
ratio of total steroid-glycuronates to pregnandiol- 
glycuronate tends toward one. 

From the double clinical and biologic point of 
view, gynecomastia and the other minor anomalies 
observed in the 2 subjects seem to be less the expres- 
sion of an insufficiency of their male sexuality than of 
a sort of bisexuality by the addition of hormonal 
secretions of a female nature. 

RICHARD KEMEL, M.D. 


The Subcutaneous Transplantation of Skin. Stuart 
Gorpon. Brit. J. Plast. Surg., 1948, 1: 212. 


Many surgeons have implanted skin into the sub- 
cutaneous tissues with varying results. A brief out- 
line is given of the experimental and clinical work 
that has been done, including the work of Peer and 
Paddock, Zimches and Wassiljew, Mair, Harkins, 
and others. The conclusions seemed to be that 
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buried cutis grafts (1) heal rapidly and well; 
(2) have great vitality; (3) are able to survive under 
adverse conditions; (4) develop a good blood supply; 
(5) gradually assume the function of the parts re- 
placed; and (6) are readily available. Conflicting 
reports indicate cyst formation due to inclusion of 
the epidermis. 

To clarify his own ideas, the author experimented 
with rabbits, using thick split-skin grafts and dermis. 
To obtain the dermis, 65/1000 cm. grafts were taken 
with a dermatome and, with the graft still on the 
drum, 20/1000 cm. of the epidermis was removed. 
Lumbodorsal fascia was replaced on one side of the 
rabbit with a thick split-skin graft, and on the other 
side with a dermis graft, in one series. Buried bits of 
diced skin and buried bits of diced dermis were used 
in a second series. Dermis as a suture was used in 
still another group of rabbits. In a fourth experi- 
ment, dermis was frozen on dry ice and rapidly 
thawed in warm hypotonic salt solution. This pro- 
cedure was repeated three times, freezing the graft 
each time until it was boardlike. 

The conclusions reached were that the burying of 
autogenous skin or dermis in the rabbit will result in 
cyst formation in from one-fifth to one-third of the 
number done; that the use of dermis alone reduces 
the incidence of cyst formation about one-half; and 
that the use of treated (frozen) dermis may prevent 
cyst formation. Ear H. KiasunpeE, M.D. 





